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THE RELATIONSHIP BETWEEN FINANCIAL EMPOWERMENT AND HEALTH RELATED 
QUALITY OF LIFE IN FAMILY SCHOLAR HOUSE PARTICIPANTS 

Chelsey Erbaugh Franz 
March 31, 2015 
The Family Scholar House program was a unique intervention designed to stop the cycle of 
poverty by providing college education and support to single parents. The different aspects of the Family 
Scholar House program addressed each of the five social determinants of health (economic stability, 
education, social and community context, health care, and neighborhood and built environment). Results of 
the studies showed that participant’s mental health and general health rating, as measured by a health-
related quality of life survey, improved during the time in the Family Scholar House program. Upon 
graduation from the program, the mental health and the health rating of the Family Scholar House 
participant’s was no longer significantly different from a comparison population. Qualitative results 
indicated that this improvement might be related to the decrease in stress due to the network of support 
provided to the Family Scholar House participants. Thus, the study provides evidence that participation in 
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CHAPTER 1: INTRODUCTION 
Many factors affect individual and population health. In an effort to better prioritize, benchmark, 
and monitor progress in improving health, in 1979, the U.S. Department of Health and Human Services 
(DHHS) developed the Healthy People program. The Healthy People program convenes content experts 
from around the country to identify issue topics of most concern across the population and to develop 10-
year goals and objectives related to those topics. The most recent set of 10-year goals and objectives are 
documented in Healthy People 2020. These goals and objectives, created in 2010 as a follow up to Healthy 
People 2010 is a “10-year agenda for improving the Nation’s health.” For the first time, Healthy People 
2020 lists social determinants of health (SDOH) as a topic with a goal to “create social and physical 
environments that promote good health for all”(Centers for Disease Control and Prevention, 2014a). The 
SDOH include a variety of factors that affect health including economic stability, education, social and 
community context, health care, and neighborhood and built environment. Persistent poverty and low 
socioeconomic status (SES) are linked to poor health outcomes. Interventions designed to improve health 
for individuals and populations need to consider financial stability, and thus the impact of poverty and low 
SES, and its role in health-related outcomes. 
Social Determinants of Health 
According to the World Health Organization (WHO) the definition of health is “a state of 
complete physical, mental and social well-being and not just the absence of sickness or frailty” (WHO, 
1946). Within a person’s overall health status, multiple determinants, or circumstances, exist which affect 
the mental, social, and physical state of health. These circumstances, termed social determinants of health 
(SDOH), include “the circumstances in which people are born, grow up, live, work and age, and the 
systems put in place to deal with illness” (World Health Organization, 2008). The Centers for Disease 
Control and Prevention (CDC) discuss the SDOH, noting specifically economic stability, education, social 
and community context, health care, and neighborhood and built environment as the five determinants 
within the SDOH that affect a person’s overall state of health. Clean, accessible water, access to trained 
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medical providers, family support for healthy living, and educational opportunities are among 
several variables that are included in both the WHO definition of health as well as the CDC’s five 
determinants of health (U.S. Department of Health & Human Services, 2014b). For example, a child born 
in Haiti has a greater chance of dying in infancy than a child born in the U.S. (Barros et al., 2012) because 
poor education and infrastructure, subsequent poor maternal health, and lack of access to medical care 
greatly affect the child’s survival. These determinants produce dramatic disparities in health risk, access to 
services, and outcomes in and across populations. 
Data have long demonstrated the relationship between economic stability and a person’s physical, 
mental, and social health. Research indicates that several financial variables (income, liquid assets, home 
ownership, saving accounts, etc.) relate to overall health (Miller, Vigdor & Manning, 2004). Populations in 
poverty and populations who are uninsured or underinsured (due to lack of financial ability to purchase 
health insurance) have worse mental and physical health outcomes (Adler et al., 1994; Backlund et al., 
2007; de Castro, Gee, & Takeuchi, 2010; Gallo & Matthews, 2003; Gornick, 2002; Kim & Richardson, 
2012; Levine Coley & McPherran Lombardi, 2014; J. W.  Lynch, DaveySmith, Harper, & Hillemeier, 
2004; J. W.  Lynch, Harper, Kaplan, & DaveySmith, 2005; J. W. Lynch, Smith, Kaplan, & House, 2000; 
Myers, 2009; Nobles, Ritterman Weintraub, & Adler, 2013; Rhine & Greene, 2006; Rothwell & Han, 2010; 
Sanmartin et al., 2003; Sweet, Nandi, Adam, & McDade, 2013; S. B. Thomas & Quinn, 2008; Wang, 2002; 
Wilson, 2009). Health outcomes are affected by the SDOH, and the SDOH are, in turn, affected by 
economics, social policies, and politics (World Health Organization, 2008). 
Poverty 
According to the U.S. Census Bureau estimates for 2012, 46.5 million people in the United States 
(15% of the population) live in poverty. This estimate may be low, given the underrepresentation of certain 
populations in Census estimates, such as the homeless population and people in the prison system (United 
States Census Bureau, 2012), both known to have a disproportionately greater poverty rate. The federal 
poverty level (FPL) set by DHHS in 2012 for a family of four was an annual household income of $23,050 
(U.S. Department of Health & Human Services, 2014a). Across the U.S., New Hampshire had the lowest 
state poverty rate of 5.6 percent, and Mississippi had the highest state poverty rate at 17.4 percent (United 
States Census Bureau, 2012). Kentucky ranked 44
th
 in the nation; 19.4 percent of Kentucky’s population 
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lived below the FPL in 2012. In the Louisville Metro area, nearly one-third of households lived on less than 
$25,000 per year (Nesbitt, Harris, Hall, & Pallam, 2012). Further, 10.5 percent of Louisville families, 31.3 
percent  of single, divorced and separated women in Louisville, and 16.8 percent of all Louisville families 
with children live below the FPL (S. Thomas, 2012). Compared to other developed countries, national and 
local poverty rates are high (Gould & Wething, 2012). 
Socioeconomic Status 
Living in poverty affects an individual’s ability to achieve financial stability and ultimately good 
health. Poverty can be defined in a multitude of ways, including lack of access to food, water, clothing, 
shelter, education and income. Poverty is also a component of socioeconomic status (SES), which includes 
income, occupation, place of residence, and education (Farlex, 2014). Lower SES relates to poor economic 
health which, in turn, affects the overall state of health and well-being of everyone from the individual to 
the larger population (Centers for Disease Control and Prevention, 2010, 2014a). Multiple studies attest to 
the relationship between low SES and poor health (Adler et al., 1994; Backlund et al., 2007; Centers for 
Disease Control and Prevention, 2010, 2014a; Gallo & Matthews, 2003; Gornick, 2002; J. W.  Lynch et al., 
2004; J. W.  Lynch et al., 2005; J. W. Lynch et al., 2000; Myers, 2009; Nesbitt et al., 2012; Nobles et al., 
2013; Rhine & Greene, 2006; Rothwell & Han, 2010; Sanmartin et al., 2003; S. B. Thomas & Quinn, 2008; 
Wang, 2002; Wilson, 2009). More recently, an article in the NY Times (2014) tracked life expectancies in 
two U.S. counties separated by 350 miles and a dramatic difference in SES. The authors noted that, 
“…residents of Fairfax County (VA) are among the longest-lived in the country: Men have an average life 
expectancy of 82 years and women, 85, about the same as in Sweden. In McDowell (WV), the averages are 
64 and 73, about the same as in Iraq” (Lowery, 2014).  
Dating from 1967 to 2000, Gallo & Matthews cite eight literature reviews on SES and health 
which indicate an inverse relationship between SES and morbidity and mortality (Gallo & Matthews, 
2003). These studies identified both individual and community SES as predictors of poor health, as well as 
examined multiple health outcomes ranging from all causes of mortality to more specific outcomes, such as 
infant mortality, diabetes, and cancer.  
A 2009 literature review confirmed the same conclusions (Myers, 2009). SES plays a contributing 
role in increased health disparities, negative health behaviors and negative health outcomes (morbidity and 
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mortality), among other outcomes. Thomas & Quinn (2008) supported these findings, also noting the role 
of race and ethnicity in poverty and health status.    
Health-Related Quality of Life 
Traditionally, researchers measured health via morbidity and mortality outcomes. More recently, 
quality of life has gained attention when examining overall health outcomes. Consistent with the more 
holistic WHO definition of heath, quality of life takes into consideration factors such as jobs, housing, 
schools, neighborhoods, cultures, values, and spirituality. Thus, health-related quality of life (HRQoL) 
includes SES, social support, health risks, health conditions, and functional health status. Because HRQoL 
considers multiple levels and determinants of heath rather than just one aspect, outcomes considering 
quality of life are more complex and provide much richer feedback in the measurement of health (Centers 
for Disease Control and Prevention, 2000). Thus, HRQoL tools are useful in identifying poor health in 
specific populations and geographical areas, and knowledge gained from these tools should drive 
interventions and policies to improve health outcomes (Centers for Disease Control and Prevention, 2000). 
Interventions to Improve Financial Stability  
In the U.S., the federal government is tasked with alleviating poverty by providing resources for 
families and individuals living in lower SES categories. Focus areas include food assistance, housing 
assistance, job training, income assistance, and tax breaks (The White House, 2014). Within each of these 
focus areas, a variety of local governmental programs and non-profit agencies exist to work with families 
and individuals with mid- to low-incomes with the overarching goal of providing temporary assistance for 
immediate needs. Some examples include assistance with rent or utilities, and food and nutritional 
supplements. While these services provide a short-term solution, they can also promote reliance on 
government assistance and the goal of financial self-sufficiency is not advanced (City of Louisville, 2014). 
Traditionally, poverty alleviating resources focus little on financial education and empowerment 
among the poor; indeed, many of the services are provided by social service providers who have little to no 
training regarding financial education and empowerment for themselves or their clients (Sherraden, Laux, 
& Kaufman, 2007). More recently, however, organizations and social service providers are attempting to 
integrate financial empowerment (FE) into the resources provided to low-income populations in an effort to 
reduce reliance on government assistance, improve self-sufficiency, and alleviate poverty (City of 
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Louisville, 2014; Lentz, 2013; NYC Department of Consumer Affairs Office of Financial Empowerment, 
2013; SF Office of Financial Empowerment, 2014; Sherraden et al., 2007). 
An example of financial empowerment integration into social services provided to the area’s mid-
to-low income population is Louisville Metro Government’s Department of Community Services and 
Revitalization (CSR). Within CSR, individuals and families in the greater Louisville area are offered 
resources designed to provide temporary assistance to those challenged by financial instability. CSR, 
however, recognizes the need to provide more than just symptomatic relief and thus, in 2012, joined the 
Cities for Financial Empowerment (CFE) Coalition. Currently, the coalition consists of 12 member cities 
nationwide committed to providing financial empowerment to the people being served in an effort to create 
financial stability among the nation’s mid- to low-income population (City of Louisville, 2014). While the 
implementation of FE varies from city to city, the primary aim of improved financial health remains the 
same. 
Family Scholar House 
Locally in Louisville, CSR works with the Family Scholar House (FSH) program which 
implements FE into curriculum provided to single-parent college student clients (Family Scholar House, 
2014). The mission of FSH is “to end the cycle of poverty and transform our community by empowering 
families and youth to succeed in education and achieve life-long self-sufficiency.” Established in 1995 as 
Project Women, the organization was formed by a group of nuns from seven orders who came together to 
help provide a way for single mothers to break the cycle of poverty. Initially providing housing and 
educational assistance to one single mother, the program has grown considerably over the past 20 years and 
now serves several families each year.  
Though some students earn an Associate’s degree or vocational certification, the intent of the 
program is to assist clients with achieving a Bachelor’s degree. With this degree and the education, support, 
and empowerment provided by FSH, the participants hope to secure self-sufficiency and reduce reliance on 
public assistance. Since the program began, 347 families, with a total of 528 children, have lived in the 
FSH residential program. The participants have completed 93 percent of the college credits attempted, and 
75 percent have exited the program to stable employment. In addition, 100 percent of the participants 
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exited the FSH program into stable housing, a key factor of success, considering 100 percent of the 
participants entered the program homeless or with unstable housing (Family Scholar House, 2014).  
Participant qualifications include single men and women who: “have a child, children, or are 
pregnant, meet low-income housing requirements, have a high school diploma or GED, have the desire to 
pursue a college degree.” In order to receive housing, participants must apply for housing and take four 
financial success classes and four academic success classes offered at the FSH campuses. These classes are 
offered weekly, such that the qualifications can be met within a two-month time frame. By attending these 
classes, applicants earn points. When an apartment becomes available, the applicant with the most points is 
offered the residence. Though the financial and academic success classes are required to apply for housing, 
the participants can also earn points, and thus improve their chances of housing, by attending other FSH 
classes and workshops and case management appointments. In addition, residents must also be full-time 
students with a 2.0 or higher grade point average (GPA), attend monthly meetings, volunteer four 
community service hours, and save $10 per month. The monthly meetings are held with family service 
advocates who provide guidance, coaching, and counseling (Family Scholar House, 2014).  
The Family Scholar House curriculum consists of housing support, educational support, family 
nutrition and wellness, and financial success. To provide housing support, FSH has four campuses in the 
Louisville area. In 2008, the Louisville Scholar House was opened, with 56 apartments. In 2011, the 
Downtown Scholar House opened, providing 54 apartments. The Stoddard Johnston Scholar House opened 
in 2013, with 57 apartments, and the Parkland Scholar House was opened in 2013, adding another 48 
apartments. To ensure housing selection is unbiased, FSH works with Winterwood Property Management, 
which maintains Housing and Urban Development (HUD) standards for every applicant. Thus, participants 
who are offered housing within a FSH campus are required to put 30 percent of their income toward rent, in 
compliance with the Section 8 housing subsidy vouchers. Each of the Family Scholar House campuses 
include common areas that house an Academic Services Center (computers, printers, internet access, etc.) 
as well as kitchens, meeting rooms, and case management and staffing offices. Residents have access to 
housing until they earn their degree. Following graduation, the residents have three months to transition to 
other housing. To date, 14 FSH participants have purchased their own homes upon leaving the Scholar 
House residence (Family Scholar House, 2014). 
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Along with housing, educational support for FSH participants is provided through academic 
advisors that assist with securing grants, scholarships, and financial assistance for college courses. 
Participants are required to enroll full-time in an accredited college or university, focusing on pursuit of a 
post-secondary degree that is in line with their career goals, and maintain a 2.0 or higher grade point 
average. In addition, in order to promote early childhood education, residential parents have access, 
depending on availability, to University of Louisville’s early childhood learning facilities. To date, 176 
college degrees have been earned by FSH participants, and 23 children of Scholar House participants are 
also pursuing a post-secondary education. (Family Scholar House, 2014). 
Family Scholar House also provides family nutrition and wellness programs. These consist of a 
variety of health and nutrition workshops and health fairs including cooking and exercise classes designed 
for adults and children. Once each month, a University of Louisville clinician visits the campus to offer 
informational courses on general health and wellness. At pre-placement, case managers take a health 
history for the participants and the children, connecting them with local resources for needed medical 
assistance (Family Scholar House, 2014). 
Finally, FSH offers a financial success curriculum. This consists of four financial success 
workshops with the objectives to “identify financial habits, gain an awareness of money management and 
its effects on relationships, modify financial behaviors, and become life-long learners”. Currently, Session 
1 of the FSH financial success program includes money habits, goal setting, and a cash flow analysis. 
Session 2 adds information regarding budgeting and prioritization of income. Session 3 introduces different 
types of income, credit, credit history, credit scores and debt. The final session, Session 4, includes banking 
information and resources, asset building and identity protection. Once participants complete these four 
workshops, long-term guidance and counseling is provided by an FSH family service advocate who has 
also been trained in the financial empowerment concepts (Family Scholar House, 2014).  
The current financial success curriculum utilized by FSH is modeled after a program that was 
created by the National Center for Family Literacy (NCFL) and the National Endowment for Financial 
Education (NEFE) (Waddell, 2015). This financial literacy curriculum, titled Financial Opportunity Family 
Progress (FOFP), was developed and piloted in 2008 with undergraduate students at Spalding University. 
The program consisted of a 6-week course followed by 4 to 6 months of continued financial coaching and 
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guidance. Though a formal evaluation was not performed on the program until 2011, NEFE and NCFL 
noted an improvement in pre/post testing of financial literacy. As such, Women 4 Women (a non-profit 
organization that secures funding for local programs that empower women) partnered with NCFL to 
continue the program and by 2009, the program was implemented at multiple sites throughout Louisville. 
In 2013, Women 4 Women turned the financial program over to FSH with the agreement that Scholar 
House would continue to provide financial education to the local community (Cruse, 2015; Waddell, 2015). 
With the combination of these multiple components of the program, the Family Scholar serves as 
a local intervention to alleviate poverty, raise SES, and improve health by targeting multiple intersecting 
areas of social determinants of health. In addition, the program is unique from other local interventions 
because of the intentional implementation of financial empowerment among the case managers and social 
workers who provide guidance, training, and counseling to the FSH participants.  
Research Questions 
Multiple studies indicate social determinants of health, including poverty and SES, affect HRQoL, and 
a significant number of research studies have been done considering why poverty exists. Yet research is 
lacking in understanding best practices to address the impact these factors have on HRQoL. If a program, 
such as Family Scholar House, is able to specifically address and alleviate the impact of poor or lack of 
housing, education, income, and community support, then a measurable outcome should be improved 
HRQoL. Additionally, financial empowerment is a new field in the social and behavioral sciences; there are 
few studies done on financial empowerment and HRQoL. Understanding the effect of financial 
empowerment on HRQoL is important in driving the design and implementation of future and existing 
interventions. Thus, the purpose of this study is to examine the effect financial empowerment can have in a 
person’s HRQoL. Because Family Scholar House addresses multiple areas of poverty, SES, and social 
determinants of health (all noted to impact health), the current study seeks to answer three important 
research questions:  
1. To what extent is participation in the Family Scholar House (FSH) program related to health-
related quality of life (HRQoL) for single mothers? 




3. What relationship does financial empowerment (FE) have with HRQoL for FSH participants? 
The researcher hypothesizes that participation in the Scholar House program is related in an improved 
HRQoL and that the longer a participant is in the Scholar House program, the more improvement in 
HRQoL is noted. In addition, the researcher hypothesizes that financial empowerment positively affects 
HRQoL and that those who are provided financial empowerment will have an improved HRQoL. This 
study aims to provide insight into the role of FE among FSH participants and the relationship to HRQoL. 
This study has been approved by the University of Louisville’s Institutional Review Board to use 
human research subjects (14.1117). 
Definitions 
Behavioral Risk Factor Surveillance System (BRFSS): the world’s largest telephone survey, utilized to 
determine prevalence of population health risk behaviors (Centers for Disease Control and Prevention, 
2014b)  
Economic stability: also termed financial stability; the ability to absorb financial losses (Schinasi, 2004) 
Financial Empowerment (FE): also termed financial education and financial literacy; provides 
individuals the education, skills, opportunity and resources to be responsible and accountable for their 
financial health (Cruse, 2015; Lentz, 2015; Waddell, 2015) 
Family Scholar House (FSH): also termed Scholar House; A Louisville-based, non-profit organization 
that provides stable housing to single parents working towards a 4-year college degree (Family Scholar 
House, 2014) 
Health Related Quality of Life (HRQoL): includes SES, social support, health risks, health conditions 
and functional health status; considers multiple levels and determinants of heath; more complex and 
provides much richer feedback in the measurement of health (Centers for Disease Control and Prevention, 
2000) 
Poverty: includes lack of access to food, water, clothing, shelter, education and income (Farlex, 2014) 
Social Determinants Of Health (SDOH): includes, “the circumstances in which people are born, grow up, 
live, work and age, and the systems put in place to deal with illness” (World Health Organization, 2008); 
specifically economic stability, education, social and community context, health and health care, and 
neighborhood and built environment(Centers for Disease Control and Prevention, 2014c) 
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CHAPTER 2: LITERATURE REVIEW 
Introduction 
Resources, access, and opportunities affect health. Information on early childhood education 
(resource), a high quality neighborhood school (access), and after school programs focused on reading, 
math and science (opportunity) are examples of factors that are afforded to some members of society, but 
not to all. These factors affect individual and population health. When examining these factors and the role 
they play in health outcomes, researchers have conducted studies on the disparities related to these specific 
factors. However, only within the last decade has an effort been made to collaborate among professionals 
from multiple disciplines to design and examine interventions through a lens that considers the complexity 
of the social determinants of health and the social factors that influence health. Utilizing an 
interdisciplinary approach, this chapter will lay the foundation for the role financial stability has in HRQoL 
among people in the low SES category through a review of the existing literature.  The literature review 
outline presented by Goldschmidt (1986) dictated the methodology of this Chapter 2, including the articles, 
reviews and meta-analyses chosen, validated, organized and presented in this review (Goldschmidt, 1986). 
This literature review utilized several databases. These included PubMed, EBSCO host, ProQuest, 
Google Scholar, and Project MUSE. Key terms in these searches included “financial empowerment,” 
“financial education,” “financial literacy,” “self-determination,” “self-sufficiency,” “health outcomes,” 
“quality of life,” and combinations of these terms. At times, the terms “meta-analysis” and “systematic 
review” were included in the refined search boxes.  The presence of empirical evidence, validated 
methodology, and a multi-source reference section dictated the selection of articles chosen for the literature 
review. 
Social Determinants of Health 
To better understand the variables that affect health, consideration must be given to the social 
determinants of health which include “the circumstances in which people are born, grow up, live, work and 
age, and the systems put in place to deal with illness” (World Health Organization, 2008). To be more 
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specific, the CDC describes SDOH as economic stability, education, social and community context, health 
and health care, and neighborhood and built environment. These five determinants affect a person’s overall 
state of health in a variety of different, and often intersecting, ways (U.S. Department of Health & Human 
Services, 2014b). For example, statistics show that in the U.S., individuals in lower SES categories live in 
neighborhoods with higher crime rates (neighborhood and built environment) and are provided a sub-par 
schooling (education). These components lead to a life-trajectory commonly ending in either the prison 
system (social and community context) or a lower paying job (economic stability). The combination of 
these determinants ultimately creates poor health (Guggenheim, 2010). Holistic improvement of health 
outcomes must attend to the differing SDOH. 
Socioeconomic Status (SES) 
Socioeconomic status includes components of income, occupation, education, and place of 
residence. These components intersect with SDOH and are shown to affect health (Adler et al., 1994; 
Backlund et al., 2007; Centers for Disease Control and Prevention, 2010, 2014a; Gallo & Matthews, 2003; 
Gornick, 2002; J. W.  Lynch et al., 2004; J. W.  Lynch et al., 2005; J. W. Lynch et al., 2000; Myers, 2009; 
Nesbitt et al., 2012; Nobles et al., 2013; Rhine & Greene, 2006; Rothwell & Han, 2010; Sanmartin et al., 
2003; S. B. Thomas & Quinn, 2008; Wang, 2002; Wilson, 2009). The most commonly cited systematic 
review on SES and health, by Alder et al., indicated a graded association of health at all levels of SES. The 
authors chose to utilize a grade of membership (GOM) analysis to examine the different variables 
associated with SES and health. Use of the GOM allowed the authors to examine multiple variables with 
increasing model stability (rather than decreasing stability as seen with regression). These included 
psychological effects (hostility, depression), social ordering effects (one’s position in the SES hierarchy), 
and health behaviors (alcohol, smoking, physical activity). The authors found that as one’s SES improves, 
so does one’s health; as one’s SES declines, so does one’s health (Adler et al., 1994). 
Backlund and colleagues supported these findings, noting the health of individuals, families, and 
populations are affected by their SES; results indicated a direct relationship between SES and health 
(Backlund, Sorlie, & Johnson, 1996). Backlund et al. utilized a long-term prospective study to examine the 
role of SES and mortality. Looking at 14 samples of population data taken by the US Census Bureau, the 
authors tracked over 500,000 respondents for a range of 2.75-8.75 years, noting over 40,000 deaths. The 
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authors used a Cox proportional hazards model to examine the relationship between SES and mortality, 
finding that in the 25-64 ages range (considered the working years) and the over 65 age range (considered 
the elderly), the income-mortality gradient (the slope describing an inverse relationship with income and 
mortality) was larger for those in the lower SES group. This gradient increased further for women in 
extreme poverty compared to women in low-to-mid poverty (Backlund et al., 1996). Both studies indicate a 
direct association between SES and health outcomes. 
Researchers also examined the role of SES, health, and indirect associations between the two. 
Gallo and Matthews (2003) examined the role of low SES, negative emotions and cognitions, and health 
related outcomes providing evidence for an association between low SES and hostility, hopelessness, 
anxiety, and depression (Gallo & Matthews, 2003). Specifically, the authors focused on cardiovascular 
diseases and all-cause mortality, due to the ample amount of literature on these areas. After summarizing 
the current findings on the direct relationship between SES and morality, the authors looked at the indirect 
association between SES and health, citing articles that addressed SES, physical outcomes, and an 
emotional/cognitive variable simultaneously. The researchers conceptualized SES as access to resources, 
measured as assets, which included income, wealth, and educational attainment. The authors examined 
measurements of hostility, hopelessness, anxiety, and depression, which may indirectly affect health, noting 
an increase in these measurements among low SES individuals. 
Myers supported these indirect associations, examining the role of SES concerning exposure to 
stress, racism, and discrimination and the effect on health. Results indicated greater morbidity and mortality 
suffered by low SES, indicating the role of ethnicity and the stress associated with one’s ethnic group, as a 
contributor to these poor health outcomes (Myers, 2009). Myers chose the African American (AA) ethnic 
group as the focus for examination of multiple health outcomes including heart disease, diabetes, 
HIV/AIDS, infant mortality, and health care access because epidemiological data indicates the AA 
populations suffers greater morbidity and mortality than other ethnicities (United States Census Bureau, 
2012). Findings from the above studies and systematic reviews indicate that SES both directly and 
indirectly affects individual and population health. Those in the lower SES category suffer worse health 




A complementary way to examine the role of SES in health is to consider income inequality (J. W.  
Lynch et al., 2004; J. W.  Lynch et al., 2005; J. W. Lynch et al., 2004; J. W. Lynch et al., 2000; Pickett & 
Wilkinson, 2007, 2015; Richard G. Wilkinson & Pickett, 2006). Most current, a 2015 literature review 
found evidence to support a causal relationship between income inequality and poor health outcomes 
(Pickett & Wilkinson, 2015). The authors utilized an epidemiological causal framework that considers 
evidence as a whole, rather than identifying individual study findings, to determine if exposure (income 
inequality) caused an outcome (poor health and well-being). Within this framework, biological plausibility, 
including temporality and consistency, and lack of alternative solutions were considered. The criteria of 
biological plausibility was supported through hundreds of analyses, considering millions of cases, that 
covered cohort, time-series and cross-sectional designs. These studies were done on a variety of 
populations over multiple times. The authors found that 94% of these studies showed at least one 
association between income inequality and poor health, citing “overwhelming evidence that greater 
inequality is linked to worse health and more violence”. Furthermore, the authors used multiple studies that 
supported the role of chronic stress and poor health outcomes to demonstrate the effect of income 
inequality on health. Examining the evidence as whole, the authors found that the “body of evidence on 
income inequality and health points strongly to a causal connection” (Pickett & Wilkinson, 2015). 
Wilkinson and Pickett built the above theory on several previous studies that found that higher 
inequality relates to poorer population health (J. W.  Lynch et al., 2004; J. W.  Lynch et al., 2005; J. W. 
Lynch et al., 2000; Pickett & Wilkinson, 2007; R.G. Wilkinson & Pickett, 2007; R. G. Wilkinson & 
Pickett, 2008, 2009). Income inequality is a measurement of the difference, or gap, between those in a 
society with the most wealth compared to those within the society with the least wealth. The authors 
examined data on life expectancy, mental illness, obesity, homicides, imprisonment, teenage pregnancies, 
education, distrust and social mobility finding an association between societal struggles and income 
inequality. Populations with higher income gaps also had worse health and social problems. 
The 2000 Lynch study combined a literature review with correlation analyses of gross domestic 
product (GDP) and life expectancy, mortality, and income inequality. Rather than utilizing absolute 
income, researchers noted the use of a psychosocial interpretation (trust, social support, respect, etc.) of the 
data to understand the impact of income inequality and individual health. Results indicated psychological 
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functioning is associated with individual health and is affected by individual and population income 
inequality. Individuals who live in areas with higher income inequality suffer less optimal health overall 
due to the psychological affects produced by the inequality. In addition, the researchers noted the 
relationship between political agendas that drive income inequality and the impact of public resources on 
schools, health care, working conditions, and social welfare, all directly related to one’s SDOH. For 
example, politicians concerned with lessening government involvement in education reduce funds given to 
K-12 schools. Those schools located in and supported by families in higher SES communities will continue 
to have funds to improve school resources because of the economic stability of the community; those 
schools located in and supported by low SES communities will not have the funds to improve school 
resources and thus educational opportunities for students are lacking. Less equitable distribution of an 
area’s resources negatively impacts individual health (J. W. Lynch et al., 2000). 
Lynch et al. gave further support of the relationship between income inequality and health, 
specifically in the U.S., indicating a link between increased income inequality and poor population health. 
A systematic review of 98 studies and comparisons of U.S. income inequality trends with U.S. Census 
Bureau 100-year national and 30-year regional age- and cause-specific mortality rates indicated that income 
inequality increases the effect of risk factors associated with heart disease (i.e. smoking). Weaker 
association were also noted for other health outcomes such as stroke and suicide (J. W.  Lynch et al., 2004). 
Wilkinson & Pickett noted the similar findings, adding a specific examination of SES and noting 
that areas where social status is more pronounced also suffered from lower health and higher income 
inequality. The authors interpreted 168 analyses, noting the income inequality and poor health relationship 
exists more so in areas where SES is more apparent (Pickett & Wilkinson, 2007).  
Health and Health Care Access 
Other researchers have examined health outcomes by exploring the role of health care and health 
care access among those in the lower SES categories, noting less health among those who had no or limited 
health care access (Baker, Sudano, Albert, Borawski, & Dor, 2001; Dow, Schoeni, Adler, & Stewart, 2010; 
Miller, Richardson Vigdor, & Manning, 2004; The Kaiser Commission on Medicaid and the Unisured, 
2014; Wilson, 2009).  Wilson (2009) compared health care in the U.S. to health care in Canada and noted 
that in in the U.S., higher SES provided a level of protection against morbidity and mortality that was not 
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provided to lower SES populations. Wilson followed the theory of fundamental causes to provide evidence 
that having access to multiple resources (as afforded by higher SES populations) protects a person from 
health risks. Populations within the lower SES categories lacked access to resources and thus, the health 
risks affected health outcomes to a greater degree. In line with the aforementioned theory, this discrepancy 
was most prominent concerning preventable diseases. Because people in higher SES categories can access 
resources known to prevent negative health outcomes, access lessened the health risk. People in lower SES 
categories, despite knowing about preventative resources, lacked access. Thus, morbidity and mortality in 
this population was higher (Wilson, 2009). 
In addition, by comparing the U.S. to Canada, Wilson (2009) provided evidence in line with the 
theory of fundamental causes regarding competition for resources. The U.S. health care system is a 
competitive market while Canada has universal coverage for health care. Results from Wilson’s study 
(2009) indicated a larger discrepancy between the higher and lower SES groups in the U.S. compared to the 
same groups in Canada. In the U.S., higher SES standing was equated with better access to health care 
resources and thus better health; a lower SES standing was equated with less access to health care and thus 
poorer health. The universal coverage offered in Canada provided a buffer, thus minimizing these effects 
(Wilson, 2009). 
The Kaiser Commission on Medicaid and the Uninsured analyzed data from the 2013 National 
Health Interview Survey (NHIS) supported these findings, specifying that lack of insurance was associated 
with increased barriers to health care. Due to cost, respondents of the survey who lacked insurance were 
more likely to postpone seeking health care, more likely to go without needed care and were more likely to 
be unable to afford a prescription drug (The Kaiser Commission on Medicaid and the Unisured, 2014). 
A report by Miller, Vigdor and Manning (2004) offered further evidence to support lack of health 
insurance as a contributing factor to poor health by examining the financial cost of the uninsured in the 
U.S. Utilizing the Institute of Medicine’s (IOM) six reports on the adverse effects of being uninsured (to 
individuals, families, communities and society) the authors conducted a cost-analysis. The results of the 
analysis indicated economic costs to both individuals and societies that were associated with being 
uninsured. Among the uninsured, these costs included poorer health and higher mortality, exposure to 
financial risk (unexpected medical bills are the leading cause of bankruptcy in the U.S.) (LaMontagne, 
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2014), and ineffective communicable disease control in communities. The costs of an individual being 
uninsured trickled out from the individual to all members of the society (Miller, Vigdor & Manning, 2004). 
In addition, the authors also conducted an analysis of the cost of covering the uninsured, either privately or 
publicly. They noted the cost of this coverage was well below the societal gains of improved health and 
longer, more productive lives (Miller, Vigdor & Manning, 2004).  
With the design and implementation of the Affordable Care Act (ACA), millions of mid- to low-
income individuals are afforded health care coverage, which should improve health-related outcomes for 
U.S. citizens and reduce financial risk (Centers for Medicare & Medicaid, 2014; LaMontagne, 2014). 
However, research on these health outcomes is just beginning, and long-term results will not be available 
for several years.  
Interventions 
While the ACA is a newer intervention, other governmental programs have been in effect for 
several years. The supplemental nutrition assistance program (SNAP), was implemented on a broad scale 
and designed to improve health outcome for U.S. citizens. This resource of the United States Department of 
Agriculture (USDA), formerly known as food stamps, “is the Nation's largest domestic food and nutrition 
assistance program for low-income Americans” (United States Department of Agriculture, 2014). With this 
program, eligible applicants are provided access, through an electronic benefits transfer (EBT) card, to 
specified food and food products. The federal government defines participant eligibility, benefits provided, 
and administrative rules, while the state government determines how the above is carried out. A 
complementary program, women, infant and children (WIC), is provided for women, infants and children 
under the age of 5 who are at nutritional risk (United States Department of Agriculture, 2014). Several 
positive health outcomes have been noted through use of the WIC program. A 2012 report by the United 
States Department of Agriculture (USDA) reviewed literature on the program (United States Department of 
Agriculture, 2012). While findings on WIC participation and infant/child overweight and obesity risks were 
mixed, evidence suggests that participation in the WIC program is positively associated with gestational 
age, mean birth weight, improved diets (higher iron intake, less sugar intake, more food variety) and with 
greater utilization of preventative and general health care (United States Department of Agriculture, 2012).  
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The SNAP and WIC interventions are examples of broad policies that effect health outcomes in 
the U.S. Other interventions, including housing assistance, tax relief, job training, and income assistance 
are also implemented at both the state and federal levels (The White House, 2014). Brooks and Wiedrich 
used a ranking system to show that states with multiple and strong policies benefitting individuals and 
families in the low-income bracket (ie. funding for IDA’s, protection from payday lenders, removal of asset 
limits on TANF and SNAP) have individuals and families who are better suited to handle financial crises 
(i.e. the 2008 recession). This may carry over into improved health (Brooks & Wiedrich, 2012). 
In the U.S., Brooks and Wiedrich (2012) examined five areas that measured asset building: 
financial assets & income, business and jobs, housing and homeownership, health care, and education. 
Researchers utilized these areas to determine the ability of people to achieve asset building in their state of 
residence as a result of the state policies currently in place. Job quality was cited as area needing policy and 
program reform. Researchers found over 20% of jobs are considered low wage jobs, 46% of employers do 
not offer health insurance, and 55% of workers do not take part in retirement planning. A second area of 
focus was homeownership. In 2010, 73% of white households owned a home (a buildable asset) compared 
to just 47% of households of color. As homes appreciate, those without this ownership miss potential asset 
building. Brooks and Wiedrich (2012) also examined credit scores. In the U.S., 56% of people have poor 
credit scores. Strong credit allows individuals to gain access to affordable car and housing loans and to 
bolster job and rental applications. Poor credit increases use of high-interest loan and credit markets while 
limiting the ability to retain quality jobs and housings, thus further perpetuating the cycle of poverty. 
Finally, the researchers discussed education as a key factor in improving financial health of individuals and 
communities (though citing mixed results). Despite the improvement of educational outcomes, in 2011, 8
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graders still scored low with only 35% of students proficient in math and 34% proficient in reading. In 
addition, though more students are earning a college degree (31% of whites, 20% of minorities), college 
debt has also risen, 19% from 2007 to 2011 (Brooks & Weidrich, 2012). 
Utilizing a state-to-state comparison, the authors found that states with strong policies for 
programs that increased financial security had fewer residents who were asset poor. Vermont had the 
lowest rate of asset poor residents (15.7%) compared to Nevada (45%), the highest rate of asset poor 
residents. Vermont consistently had policies in place to assist residents with financial security whereas 
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Nevada did not (Brooks & Wiedrich, 2012). In addition, the authors noted that disparities across race were 
significant with “people and households of color” (any non-white resident) holding much less assets than 
white residents. According to Brooks and Wiedrich, policy and program reform is needed to assist 
Americans in reducing disparities and gaining financial health. Understandably, persons with a safety net 
are better able to recover from sudden income loss, unexpected medical bills and/or divorce. Unfortunately, 
some policies make asset building difficult or unrealistic for people in the mid- to low-income brackets 
(Brooks & Wiedrich, 2012).  
Financial Empowerment Interventions 
Another intervention to improve one’s economic stability is providing financial literacy (also 
referred to in the literature as education or empowerment). Studies suggest that long-term economic 
stability may be achieved by providing the necessary knowledge for one to make sound financial decisions 
regarding saving money, however the impact of these findings varies among the different studies (Bayer, 
Bernheim, & Scholz, 2009; Bernheim & Garrett, 2003; Clark, Morrill, & Allen, 2012; Collins & O’Rourke, 
2010; Fox, Bartholomae, & Lee, 2005; Gale, Harris, & Levine, 2012; Hogarth, 2006; Letkiewicz & Fox, 
2014; Lusardi & Mitchell, 2008; Lusardi, Mitchell, & Curto, 2010; van Rooij, Lusardi, & Alessie, 2012). 
Hogarth (2006) prepared a financial literacy paper for an international conference that provided a review of 
the effectiveness of financial education incentives and noted that an improvement in financial knowledge 
can lead to an improvement in economic status (savings, debt reduction, budgeting) (Hogarth, 2006). The 
author summarized 29 different financial literacy interventions implement during the years of 1995-2006. 
A program evaluation of the National Endowment for Financial Education curriculum cited a student-
centered intervention, noting improvements in financial knowledge, skills, and confidence in managing 
money across a 3-month time span.  A more current evaluation has been completed, noting similar findings 
(Danes, 2012). The evaluator examined data compiled from 4,794 high school students (primarily juniors 
and seniors). Evaluators conducted curriculum surveys (using a post-then-pre methodology), as well as a 3-
month follow up survey (381 completed the follow up survey). Immediately after the curriculum, students 
saw significant improvements in level of understanding for all financial knowledge questions. These 
questions included career choice, credit cards, checking account, debt, credit rating, auto insurance and 
thinking about purchases. Additionally, positive financial student behaviors significantly increased 
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following the training, and 66% of the students felt confident making financial decisions (up from 41% at 
baseline). At 3-months post curriculum, gains were again noted in 5 of the 7 financial questions, positive 
financial behaviors continued to be documented and 79% of students reported being confident making 
financial decisions (Danes, 2012). 
A second student-targeted study examined financial education curriculum adopted at the state 
level and subsequent financial health later in life. The authors noted that in states where the curriculum was 
mandated, adults who attended high school in that state saved an average of 1.5% more than adults who 
attended high school in states without the mandated curriculum (Bernheim, Garrett, & Maki, 2001). A 
follow up study by Cole and Shastry (2008), however, utilized a larger data set (U.S. Census Bureau) and 
did not find a significant difference (Cole & Shastry, 2008). 
Research on work-related financial education showed higher savings among the employees who 
worked for companies that provided such services (Bayer et al., 2009; Bernheim & Garrett, 2003; Cho, 
Gutter, Kim, & Mauldin, 2012; Clark et al., 2012; Gale et al., 2012; Hogarth, 2006; Jappelli, 2010; Lusardi 
& Mitchell, 2008; Lusardi et al., 2010; van Rooij et al., 2012). Using data from a national telephone survey, 
Bernheim and Garrett (2003) found that employees of organizations where financial education was offered 
had higher overall savings compared to employees of organizations where financial education was not 
offered. Providing further insight, Bayer et al. (2009) used employer surveys to show that when seminars 
were offered (as opposed to distributed written materials), lower-compensated employee savings were 
higher. In addition, a positive correlation existed among saving rates and frequency of seminars (Bayer et 
al., 2009).  
Still other studies have looked at lending institutions to improve asset building and thus target the 
SDOH component of economic stability (which intersects with income in both poverty outcomes and SES 
outcomes). Researchers examined the role of financial education, empowerment and access to traditional 
financial services and impact on individual and population economic stability and noted a relationship 
between low-income, lack of financial education and lack of banking practices (Amuedo-Dorantes & Pozo, 
2005; Brooks & Wiedrich, 2012; Grimes, Rogers, & Smith, 2010; Hawkins & Kim, 2012; Phillips & 
Stuhldreher, 2011; Rhine & Greene, 2006; SF Office of Financial Empowerment, 2014). Amuendo-
Dorantes and Pozo examined Mexican immigrants and the use of banking systems and money transferring 
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systems. The study showed that those who had access to banks, through either understanding banking 
practices or proximity, and who worked consistent hours, utilized the banks to transfer money back home. 
Those who lacked the understanding of traditional banking practices (i.e. how to open a checking account), 
did not live in close proximity to a bank (often more rural areas), and/or worked less consistent and fewer 
hours, utilized more of the nonbank money-transmitting services. In addition, areas where poverty was 
higher had less traditional banking establishments available and more financial institutions charging high 
interest rates, thus further impeding opportunity for low-income populations to gain experiential financial 
education and to break the poverty cycle (Amuedo-Dorantes & Pozo, 2005). Rhine and Greene had similar 
results. The researchers examined determinants of being unbanked among U.S. immigrants and found that 
immigrants with lower education and income level and larger families were more likely to use nonbank 
financial institutions (Rhine & Greene, 2006).  
A financial empowerment program, Bank On San Francisco, provided data supporting similar 
findings, noting that in 2005, 1 in 5 Californians, and half of the Latino and Black populations, did not have 
bank accounts. The majority of these individuals were considered the “working poor” (Phillips & 
Stuhldreher, 2011, p. 1). Without bank accounts, individuals were spending between 2-5% of their income 
simply cashing their paychecks. In addition, lack of a bank account put individuals at significant risk of 
losing their money to theft and/or disaster (house fire, flood, etc.). These issues, coupled with difficulty in 
receiving low interest car/house loans and saving for the future, kept people in a poverty trap. Unbanked 
individuals faced several barriers to rising above the poverty level (Phillips & Stuhldreher, 2011). Bank On 
utilized a model that incorporated the education of banking practices and marketing strategies to the 
community, city leaders, and regional banks. On a quarterly basis, partnering banks report the number of 
first time bank accounts opened to adults, the number of second chance accounts opened (due to an 
overdraft and failure to pay the bank on the first account), and the number of accounts opened with a 
locally provided financial empowerment certificate (signifying the individual participated in a financial 
empowerment program). Bank On San Francisco documented improved financial empowerment outcomes 
with over 10,000 checking or saving accounts opened each year in San Francisco since 2006. (Phillips & 
Stuhldreher, 2011; SF Office of Financial Empowerment, 2014; Willenbrink, 2015). 
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Also associated with lending establishments are Individual Development Accounts (IDAs). IDAs 
are utilized to assist low-income individuals in saving money towards a home, higher education, or a small 
business. Individual contributions to the savings are matched by government funds. The idea of IDAs, first 
proposed by Michael Sherradan in 1991, was to improve assets among low-income individuals and thus 
help alleviate poverty. In 1998, states began establishing Individual Development Accounts and currently 
35 states in the United States offer IDAs; over 50,000 Individual Development Accounts exist(Grinstein-
Weiss et al., 2008). A review of the IDA literature found that while saving is occurring, the resulting home 
ownership, schooling or microenterprise is not. The authors examined 14 peer-reviewed outcome studies 
and noted that there was not enough evidence to support Individual Development Accounts in developing 
assets, however evidence did suggest that the financial education provided by some IDAs may assist 
individuals in making financial decisions (Richards & Thyer, 2011). 
A final area of financial empowerment intervention is at the community level. A successful 
program to note is New York (NYC Department of Consumer Affairs Office of Financial Empowerment, 
2013). NYC started a program to improve the financial health of its residents in 2006 with the creation of 
the Office of Financial Empowerment (OFE), a division of the Department of Consumer Affairs. The OFE 
set three over-arching goals: “Empowering individuals with low incomes by ensuring that they have 
sufficient knowledge to make financial decisions in their own best interest; Increase financial stability in 
low income households by increasing assets, decreasing debts, and boosting incomes to help families meet 
their present and future needs; Make NYC’s financial marketplace safer by diminishing predatory practices 
and increasing access to appropriate and affordable products and services” (NYC Department of Consumer 
Affairs Office of Financial Empowerment, 2013, p. 10).  
New York City saw the need to make financial empowerment part of the many services available 
to low income populations. Rather than use financial empowerment as an additional component, the Office 
of Financial Empowerment dictated financial empowerment be integrated into the social services already in 
place. The Office of Financial Empowerment fostered strong partnerships with city agencies to ensure an 
understanding of the importance of financial empowerment of low-income families and individuals and 
then utilized pilot studies to demonstrate the positive impact of financial empowerment across the levels of 
social services. Data were collected via social service providers from client meetings. This information was 
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then verified through bank statements, loan statements, and credit score print outs and inputted into a large 
database. Outcomes included, among others, debt reduction, increased savings, and improved credit scores 
(NYC Department of Consumer Affairs Office of Financial Empowerment, 2013). 
Locally, in 2012, Louisville joined the Cities for Financial Empowerment (CFE) Coalition, along 
with NYC and San Francisco, and began following the above models, working with local banks to offer 
products to mid- to low-income individuals and implementing financial empowerment training at the social 
service provider level across multiple city-provided financial resources. Family Scholar House works with 
the Louisville Metro Government and implements this financial empowerment training for their case 
managers. Because the program is still new, government officials have not tracked financial health 
outcomes. However, pre and post surveys given at FE trainings have noted at least short term 
improvements in social service provider’s financial knowledge as well as confidence in discussing finances 
with their clients (Lentz, 2014). 
A program evaluation done on the original financial empowerment program that is currently used 
by Family Scholar House noted significant improvements in financial literacy among program participants 
at two locations (Kerrick, Alzate, Hunt, Marciszko, & Saylor, 2011). The evaluation consisted of an 
analysis of pre and post financial literacy surveys, participant evaluations and post training debriefing 
sessions. The training was conducted over a 6 week period, once a week for 2 hours each meeting. 
Qualitative data suggested the program was highly valued with 100% of the participants recommending the 
program to others. In addition, common themes surfaced regarding saving money, paying off debt, creating 
and maintaining a budget and setting goals. At this time, however, no long-term or behavioral change data 
has been collected on the program. 
Summary 
Research indicates multiple factors influence both individual and population health, and SDOH 
need consideration when developing interventions designed to improve health. Financial empowerment is a 
newer idea in the public health realm, only recently crossing over from economics and social work, and 
little research has been done indicating the role of financial empowerment in health improvements. By 
utilizing a local program that implements financial empowerment among its caseworkers and is focused at 
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reducing poverty by improving self-sufficiency, the current study will add to the knowledge base by 
examining the role financial empowerment has in quality of life health outcomes. 
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CHAPTER 3: METHODS 
The researcher utilized a mixed methods approach to answer the following three research 
questions: To what extent is participation in the Family Scholar House (FSH) program related to health-
related quality of life (HRQoL) for single mothers? To what extent is HRQoL related to the amount of time 
a single mother has been in the FSH program? What relationship does financial empowerment (FE) have 
with HRQoL for FSH participants? This approach combined quantitative components (FSH participant 
answers given in an online survey, utilizing national survey results as a comparison group) and qualitative 
components (participant answers given in an open-ended focus group discussion). Use of a mixed methods 
approach allowed for a better understanding of the data analyzed than use of either approach separately 
(Creswell, 2006; Roberts, 2010). Specifically for the current study, because the research questions gleaned 
information that takes into account a quantifiable survey score as well as beliefs about factors contributing 
to HRQoL, a mixed methods approach was an appropriate choice. For the quantitative data, the researcher 
used a between group design with the FSH participants and matched survey respondents from the 
Behavioral Risk Factor Surveillance System (BRFSS). The BRFSS group served as the comparison group. 
The researcher assessed the following dependent variables for each group: overall HRQoL score, physical 
health score, mental health score, functional status score and health ranking. The researcher compared these 
dependent variables to determine the effects of participating in the Family Scholar House program on 
HRQoL in single mothers. If differences were noted, post hoc testing assisted in identifying where the 
differences were, and a trend analysis assisted in determining if HRQoL was a function of time within the 
Family Scholar House program. In addition, the researcher also used a correlation explanatory design with 
length of time in the Scholar House program (pre-residential, year 1, year 2, year 3, year 4, and graduate), 
overall HRQoL score, physical health score, mental health score, functional status score, health ranking and 





The population for the current study consisted of six sub-groups: pre-residential, residential (year 
1, year 2, year 3, and year 4), and graduate Family Scholar House participants in Louisville, Kentucky. At 
the time of data collection, there were 28 families in the pre-residence stage, 215 families in the FSH 
residential program, and 132 graduates. Utilizing Survey Monkey, a Scholar House administrator sent the 
HRQoL survey out, via email, to all the members of the categories listed above. To be in the program, 
participants must have a high school diploma or GED, thus the researcher assumed all participants could 
read and understand the survey. The Scholar House administrator also gathered demographic information 
on all the above participants. This information allowed the researcher to determine if the sample was 
descriptive of the Family Scholar House population. The researcher chose the sub above groups within the 
program based on feedback from the FSH administrator. In pre-residency, the participants struggle with 
unstable housing. During the first year in the program, participants adjust to the stable housing, the 
residential environment, and new responsibilities such as being a full-time student and managing a 
household budget. After the first year, participants continue gaining confidence with stabilizing school, 
work and home life (Fetalver, 2014). Thus, the division of the participants into the six sub-groups was 
appropriate.  
The researcher performed a power analysis to determine the minimum response rate needed for 
high power (.80) and an effect size using Cohen’s d=0.4, which was comparable to current literature for 
HRQoL(Chisolm et al., 2007), while keeping a low alpha error rate of 0.05. Family Scholar House had 215 
residential participants (year 1-4). With 28 participants in pre-residence and 132 graduates, the number of 
participants surveyed was 375. G-power calculations determined 90 respondents were needed to maintain 
the above power and effect size (Faul, Erdfelder, Lang, & Buchner, 2004) which was just below the 
projected survey response rate of 30% (Baruch, 2008). 
The population for the focus group discussions consisted of the same FSH participants. In the 
emails sent to the participants, volunteers were requested, on the email and on the survey, to sign up for the 
focus group. The researcher’s contact information was provided on the email and the survey. The 
researcher offered an incentive of a $20 gift card, food, and free childcare (childcare provided by Scholar 
House volunteers) for focus group participation. Dates and times for the focus groups were chosen by a 
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Family Scholar House administrator based off the Scholar House activity calendar, choosing times when 
FSH participants were likely to be on campus.  
Participant Survey 
Measures 
Health-related quality of life (HRQoL) is defined by the Centers for Disease Control and Prevention as 
“an individual’s or group’s perceived physical and mental health over time” (p.8) (Centers for Disease 
Control and Prevention, 2000). The CDC and partners developed an assessment tool to measure HRQoL 
(Centers for Disease Control and Prevention, 2000; Moriarity, Zach, & Kobau, 2003). Criterion validity 
testing shows the HRQoL to be valid when compared to the “gold standard” of QoL scales: the SF-36 
(Moriarty & Zach, 1999). In addition, test-retest reliability scored moderately to excellently reliable (0.58-
0.75) (Andresen, Catlin, Wyrich, & Jackson-Thompson, 2003). 
The HRQoL measure consists of the following four core questions: 
1. Would you say that in general your health is excellent, very good, good, fair, or poor? 
2. Now thinking about your physical health, which includes physical illness and injury, for how 
many days during the past 30 days was your physical health not good? 
3. Now thinking about your mental health, which includes stress, depression, and problems with 
emotions, for how many days during the past 30 days was your mental health not good? 
4. During the past 30 days, for about how many days did poor physical or mental health keep you 
from doing your usual activities, such as self-care, work, or recreation? 
An additional set of 10 questions can also be used with the core four items; five questions focus on 
functional status (activity limitations and activity-related care) and five questions focus on symptoms (pain, 
depression, anxiety, vitality, and sleeplessness). Research studies have validated both the core four and the 
full 14-question survey (Centers for Disease Control and Prevention, 2000; Moriarity et al., 2003). The 
researcher utilized four of the ten HRQoL questions available from the CDC. In addition to the survey, the 
researcher asked demographic questions regarding age, ethnicity, parent education level, sibling education 
level, and number of children, as well as a curriculum ranking scale to help ascertain which aspect of the 
FSH curriculum the participant felt most affected her HRQoL. To encourage honest answering of the 
survey questions, anonymity and confidentiality were preserved. 
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The CDC began collecting national and statewide data from the HRQoL beginning in 1993 
(Moriarity et al., 2003). For this study, data collected from the Kentucky Department for Public Health, 
specifically the HRQoL collected with the Kentucky specific Behavioral Risk Factor Surveillance System 
(BRFSS), was utilized as the comparison group (Commonwealth of Kentucky, 2014). BRFSS, conducted 
since 1985, is a randomly administered telephone survey used to provide national estimates of health 
behaviors (Commonwealth of Kentucky, 2014). In addition, the researcher also gathered from the BRFSS 
data the following demographics: age, ethnicity, parent education level, sibling education level, and number 
of children. This information was gathered as a comparison for the FSH group that informed on how 
representative the sample is of the population. 
Data Collection 
The first email was a prenotice letter, outlining the research study, providing contact information 
for any questions or concerns, and alerting the participants of a future email to be sent with a link to an 
online survey. This first informational sheet also had information about the focus group discussions, 
recruiting volunteers. The prenotice letter was emailed on a Thursday with the survey link emailed out on 
the following Monday. With the survey link, the researcher had a cover letter reminding the participants of 
the prenotice email, and encouraging the participants to complete the online survey as well as sign up for a 
focus group discussion. This letter also explained the purpose of the study, how the data will be used, and 
gave a contact number for any participants needing assistance completing the survey or for any questions or 
concerns. A reminder email was sent to the participants the following Mondays for four consecutive weeks, 
reminding participants to take the online survey (U.S. Census Bureau, 2014). 
All data collection was done via Survey Monkey which was then downloaded into an Excel 
document and imported into the Statistical Package for the Social Sciences 22.0 (SPSS, 2014). Only the 
number on the survey response identified the participants. 
Data Cleaning/Management 
The researcher utilized SPSS to clean and manage the data. The data were explored and described 
using histograms and bar graphs. Data description and exploration allowed the researcher to determine if 
the data met the testing requirements of normality and homoscedasticity and to check for any outliers. Data 
that was determined to be non-normal, via a Kolmogorov-Smimov test of significance (where significance 
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<0.05 notes non-normality), was transformed using a log +1 transformation (Howell, 2013). The researcher 
examined data that contained outliers to see if the outlier greatly influenced the distribution. By looking at 
the 5% Trimmed Mean and comparing it to the actual Mean, the researcher determined that in all but one 
variable, the outliers did not greatly affect the distribution and thus were left in the data (Pallant, 2005). In 
the variable regarding “number of days where activity was limited”, the 5% Trimmed Mean and the actual 
Mean different greatly. Closer examination noted two outliers; 365 days and 120 days. In order to include 
the data in the analysis but not allow these two data points to distort the statistics, the researcher changed 
the data points to 60 days, respectively, to match the third highest data point. Doing so brought the 5% 
Trimmed Mean and the actual Mean closer, thus not distorting the statistics. Finally, the researcher 
conducted an Fmax test of variability and the Levene’s test to ensure homogeneity of variance was not 
violated (Pallant, 2005). Cases were excluded pairwise as answers to the questions were not dependent on 
one another and therefore individual variables could be analyzed even if the data set was not complete 
(Pallant, 2005).  
Data Analysis 
The researcher used a one-way analysis of variance (ANOVA) to test for statistical differences 
between the means of multiple groups. This was an appropriate test to choose as the researcher was looking 
for differences between the BRFSS data and the six sub-groups of the FSH participants. When differences 
were noted (signified by a large F ratio indicating more variance between the groups than within the 
groups), pair-wise post hoc comparisons were conducted utilizing the Bonferroni post hoc testing to 
compensate for error rate inflation, maintaining the overall Type 1 error at 0.05. In addition, when the 
researcher noted differences in the initial one-way ANOVA, a trend analysis followed to determine if the 
differences were a function of time in the program (Howell, 2013). The analysis was done as follows: 
overall healthy days (healthy days per month from questions #2 and #3 of the core four HRQoL questions) 
from each of the six sub-groups of FSH and a matched BRFSS population (age, gender, marital status, 
children in the home, Jefferson County resident) followed by the same comparison for physical health 
(question #2), mental health (question #3), functional status (question #4), and health rating (question #1). 
From this initial ANOVA, the researcher analyzed the differences using a post hoc Bonferonni test as well 
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as a trend analysis. A second ANOVA was utilized to test differences between the six sub-groups of the 
FSH population regarding an additional five HRQoL questions asking about symptoms. 
Following the guidelines set forth by the CDC for overall health days, responses given from questions 
#2 and #3 were added together, not to exceed 30 days. The total number represented the number of 
unhealthy days per month. Number of healthy days per month was calculated by subtracting unhealthy days 
from 30. Physical health, mental health, and functional status were calculated in the same manner (Centers 
for Disease Control and Prevention, 2000; Moriarity et al., 2003). In addition, the rating scale from 
question #1 was assigned numerical values with excellent receiving a 5 and poor receiving a 1.  
To examine possible correlations noted in the data, the researcher utilized a Pearson product-moment 
correlation coefficient. This value allowed the researcher to note both positive (as one variable increase, so 
does another) and negative (as one variable increases, another decreases) correlations as well as the 
strength of the relationship (ranging from -1 to 1) between two variables. The researcher used the following 
variables in the correlation analysis:  
1. health ranking 
2. physically unhealthy days per month 
3. mentally unhealthy days per month 
4. days per month of activity limitations 
5. healthy days per month 
6. days per month that pain made it hard to perform usual routine 
7. days per month that sadness made it hard to perform usual routine 
8. days per month that worry or anxiety made it hard to perform usual routine 
9. days per month that not enough rest was had 
10. days per month that were full of energy 
11. FSH housing rank, FSH education rank 
12. FSH health and wellness rank 
13. FSH financial success rank 
14. Race 
15. number of children in the home 
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16. mother’s schooling 
17. father’s schooling 
18. sibling’s schooling 
19. participant’s schooling 
20. months in FSH 
21. credit score 
Participant Focus Group  
Measures 
The researcher conducted three focus groups for the Family Scholar House participants. Focus 
groups were utilized to generate data and insight regarding financial empowerment and the effect on the 
participant’s HRQoL.The following questions were asked in the focus group discussions: From your 
perspective, what are some of the more important parts of the Family Scholar House program? What is 
different about your life after entering the Scholar House program? What do you do differently than you 
did before entering the Family Scholar House program? Has the program affected your ability to take care 
of yourself financially? How? Have the financial success classes changed how you deal with your money? 
How? When you think about your health, what would you consider to be “good health”? Has your health 
changed since you’ve entered the program? How? 
Data Collection 
To recruit focus group participants, the researchers utilized the online survey. In the pre-notice 
email, the informational page, and on the last section of the survey, participants were asked to indicate that 
they are willing to be contacted to participate in the focus group, providing contact information. The 
researcher then contacted these participants and signed them up for a focus group. The researcher offered 
free childcare (provided by FSH volunteers), a meal during the group, and a $20 gift card for attending one 
of the three focus group sessions. Focus groups were conducted on three of the Scholar House campuses in 
a centrally located meeting room. Days and times were selected by and Family Scholar House 
administrator based on the FSH activity calendar, noting specific times when women were likely to be on 
campus. The researcher tracked anticipated attendance for the focus groups, with an aim of between 6-12 
attendees per group. Each focus group discussion lasted one hour and was audio recorded on the 
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researcher’s cell phone for later transcription. Due to high attendance at the first three focus groups and 
representation from each of the four campuses, a focus group on the fourth campus was not conducted.  
Data Preparation and Analysis 
The researcher transcribed, verbatim, the focus group discussions. Following the iterative thematic 
analysis methods put forth by Bradley, Curry, & Devers (2007) and Thomas (2006), these transcripts were 
reviewed, coded, and organized into related themes. The iterative process followed a micro to macro format. 
In the initial first coding process, any and all noted themes given from the participants based on each focus 
group discussion question were put on a conference room table. Under these themes, the researcher 
organized specific quotes from the discussion group transcription that fit each theme. After this initial 
coding, a secondary coding process occurred. During the secondary coding process, the researcher looked 
for common themes among the data already present on the table. This process moved from a micro to 
macro look at the data. New themes appeared, based on cross-over themes of the initial process, and the 
participant quotes were reorganized under these new themes. This process continued until the themes 
presented answered the research question put forth at the beginning of the study. This final thematic coding 
was presented to an FSH administrator for clarity and understanding, thus affirming and validating the data 
analysis (Bradley, Curry, & Devers, 2007; D. R. Thomas, 2006). 
This study was formally approved by the University of Louisville Institutional Review Boards in 
compliance with all the institutional and federal regulations concerning the ethical use of human volunteers 
from research studies. Informed consent was obtained from each subject. 
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CHAPTER 4: RESULTS 
Introduction 
Several factors affect individual and population health. Among these are social determinants of 
health, noted by the Department of Health and Human Services to be economic stability, education, social 
and community context, health care, and neighborhood and built environment. Economic stability is also a 
factor in persistent poverty and low socioeconomic status, both linked to poor health outcomes. 
Interventions designed to improve health for individuals and populations need to consider financial stability 
and the role it plays in health-related outcomes. Thus, the purpose of this study is to examine the effect 
financial empowerment can have in a person’s HRQoL. This chapter presents the results of an online 
survey taken by Family Scholar House participants as well as information gathered from focus groups at 
three FSH campuses. The survey showed the relationship between Scholar House participation and HRQoL, 
and the focus groups provided insight into the role of financial empowerment and HRQoL. 
This chapter is divided into three sections. The first section describes the participants, including 
demographics, selection process, and specific characteristics of the participants as they relate to this study, 
and the procedures for selecting and contacting the participants. This section also describes the participants 
in terms of specific variables of interest. The second section provides the results of the online survey 
(quantitative component) and the third section provides the results of the focus group discussions 
(qualitative component). 
Participants 
The population for the quantitative piece of the current study consisted of 28 pre-residential, 215 
residential (year 1, year 2, year 3, and year 4) and 132 graduate Family Scholar House participants in 
Louisville, Kentucky. Ninety-two single female parents responded to part or all of the online survey. Of 
these respondents, nearly 90% were in the residential program. The average age of the respondent was 27, 
with ages ranging from 18-45 years. The average number of kids in each household was just under 2. The 
majorities of participants had a credit score of 550-599, and were in the FSH program for 13-24 months. 
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Fourteen percent had knowingly been in the ChexSystem (a system that tracks checking account 
mismanagement including overdrafts). Comparing to the FSH program overall, 80% of survey respondents 
were African American (compared to 81% of the FSH population), 16% were Caucasian (compared to 15% 
of the FSH population), and 4% were Other (compared to 4% of the FSH population). In addition, 43% 
were in the program for less than 1 year (compared to 39% in the FSH population), 29% had completed 1 
year of the program (compared to 41% in the FSH population), 9% had completed 2 years of the program 
(compared to 19% in the FSH population), 9% had completed 3 years of the program (compared to 18% in 
the FSH population), and 8% had completed 4 years of the program (compared to 1% in the FSH 
population). Thus, given the demographics that were able to be compared, the sample populations was 
representative of the full FSH population. Descriptive characteristics are presented in Tables 1.1 and 1.2. 
Sample selection was based on participation in the Scholar House program, as a pre-resident, a 
resident or a graduate. An FSH administrator contacted the participants via multiple emails. These emails 
described the study, asked for focus group volunteers (listing the researcher as the contact) and provided a 
link to the online survey. The email was sent out once a week over the course of four weeks. A pre-notice 
email was sent two days prior to the survey link being provided. Responses from the online survey were 
utilized to provide demographics and to compare HRQoL in FSH participants to a matched comparison 
group from the BRFSS data. Additionally, the online survey data provided correlations and a trend analysis 














African American/black 64 80 
 
Caucasian/white 13 16.25 
 
Hispanic 2 2.5 
 American Indian/Native Alaskan 1 1.25 





1 39 48.75 
 
2 28 35 
 
3 7 8.75 
 
4 5 6.25 






pre-resident 2 2.5 
 
resident 71 89.9 






300-499 11 13.92 
 
500-549 13 16.46 
 
550-599 18 22.78 
 
600-649 8 10.13 
 
650-699 3 3.8 
 
700-749 0 0 
 




don't know 11 13.92 






Yes 11 14.1 
 
No 51 65.38 






Yes 73 94.81 







  FSH self and family education   
  
N % 






never attended 3 3.75 
 
grades 9-11 3 3.75 
 
grade 12 or GED 20 25 
 
college 1-3 yrs 36 45 
 
college 4+ yrs 16 20 






never attended 1 1.25 
 
grades 9-11 6 7.5 
 
grade 12 or GED 27 33.75 
 
college 1-3 yrs 19 23.75 
 
college 4+ yrs 5 6.25 






never attended 2 2.63 
 
grades 9-11 7 9.21 
 
grade 12 or GED 19 25 
 
college 1-3 yrs 26 34.21 
 
college 4+ yrs 21 27.63 








less than 1 yr completed 9 11.39 
 
1 yr completed 22 27.85 
 
2 yrs completed 26 32.91 
 
3 yrs completed 15 18.99 





For the qualitative component of the current study, the population consisted of 38 pre-residential 
and residential FSH female parents who took part in one of three focus group discussions (Table 1.3). This 
group consisted of residents from each of the four Louisville campuses. The researcher or an FSH 
administrator contacted focus group volunteers and gave the location, date and time of the focus groups. In 
addition, an FSH administrator at each campus alerted participants about the focus group on the same day, 
and some single parents, who were in close proximity, simply dropped in on the discussion. Responses 
from the focus group discussions were utilized to provide insight regarding the role financial empowerment 
has in HRQoL of FSH participants. Additionally, from the online survey, the respondents were asked to 
rank, in order of importance to improving their overall health-related quality of life, the four main aspects 
of the FSH program (housing, education, health and wellness, financial success). The respondents were 
asked to rank the aspect that most positively affected their quality of life with a 4, and the aspect that least 
positively affected their quality of life with a 1. Nearly 50% of the respondents ranked housing as the 
highest (4), followed by education (3), health and wellness (2) and financial success (1). 
Table 1.3 
  Focus group demographics comparison  
  
FSH overall focus group 
Year in program 
  
 
less than 1 year 39% 26% 
 
1 year 41% 16% 
 
2 years 19% 29% 
 
3 years 18% 13% 
 4 years 1% 13% 
 
Quantitative results 
Prior to any analysis, the researcher set a significance level of 5%. This value was chosen for this study 
as an alpha level of .05 is a commonly accepted level of significance in the social sciences, allowing 5% 
error rate of rejecting the null hypothesis (the means between the groups are equal) when it is, in fact, true. 
Keeping the significance level at 5% controlled for this Type I error. Thus, any p-values ≤ .05 were found 
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to be significant. The researcher calculated Eta squared by dividing the Sum of squares for between-groups 
by the Total sum of squares. In addition, because the data were positively skewed and therefore non-normal 
(failing an assumption of the tests used in this study), the data were transformed utilizing a log + 1 
transformation. A log + 1 transformation was used to normalize the data and account for data entries of 0. 
To answer the first research question, “To what extent is participation in the Family Scholar House 
(FSH) program related to health-related quality of life (HRQoL) for single mothers?” the researcher used a 
one-way analysis of variance (ANOVA) to test for statistical differences between the means of multiple 
groups. Participants were divided into five groups according to time in the FSH program (0-12 months, 13-
24 months, 25-36 months, 37+ months, graduate) and a sixth matched BRFSS group. Marital status (single), 
number of children in the household (≥1), gender (female), age (18-49 yrs) and location (Jefferson Co. 
Kentucky) matched the BRFSS group. Because there were only two participants from the pre-resident 
group, no quantitative analyses were conducted with this sub-sample. The analysis tested for differences 
between the means of the six groups regarding the core four HRQoL questions:  
1. Would you say that in general your health is excellent, very good, good, fair or poor? 
2. Now thinking about your physical health, which includes physical illness and injury, how many 
days during the past 30 days was your physical health not good? 
3. Now thinking about your mental health, which includes stress, depression, and problems with 
emotions, how many days during the past 30 days was your mental health not good? 
4. During the past 30 days, approximately how many days did poor physical or mental health keep 
you from doing your usual activities, such as self-care, work, or recreation? 
A statistically significant difference was found in the number of mentally unhealthy days per month for 
the six groups [F(5, 137)=3.4, p=.006, =.11] (Table 2.1). Pair-wise post-hoc comparisons using the 
Bonferroni test indicated that the log transformation of mean days of mental health score for the 0-12 
month group (M=.84, SD=.53) was significantly different from the mean days of mental health score for the 
BRFSS group (M=.43, SD=.51, t(5)=1.77, p=.003) (Table 2.2). A second statistical difference was found in 
health ranking (Excellent to Poor) for the six groups [F(5, 137)=2.36, p=.04, =.08] (Table 2.1). Pair-
wise post-hoc comparisons using the Bonferroni test failed to find significant differences between the 
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means. The mean health ranking score for the 13-24 month group (M=.66, SD=.11) was not significantly 
different from the mean health ranking score for the BRFSS group (M=.57, SD=.13, t(5)=1.54, p=.067) 
(Table 2.3).  
Table 2.1 
One-way Analysis of Variance for differences in group means 
 Sum of Squares df Mean Square F Sig. 
Physical Hlth 
Between Groups .321 5 .064 .274 .926 
Within Groups 31.864 136 .234   
Total 32.185 141    
Mental Hlth 
Between Groups 4.564 5 .913 3.410 .006 
Within Groups 36.669 137 .268   
Total 41.233 142    
Activity Restrict 
Between Groups 1.634 5 .327 1.505 .193 
Within Groups 25.180 116 .217   
Total 26.814 121    
Overall Hlth 
Between Groups .054 5 .011 .247 .941 
Within Groups 5.952 136 .044   
Total 6.006 141    
Hlth rating 
Between Groups .184 5 .037 2.364 .043 
Within Groups 2.132 137 .016   











The researcher also conducted a second ANOVA to test for differences between the means of the five 
FSH groups regarding an additional five HRQoL questions: 
1. During the past 30 days, for about how many days did PAIN make it hard for you to do your usual 
activities, such as self-care, work, or recreation? 
2. During the past 30 days, for about how many days have you felt SAD, BLUE, or DEPRESSED? 
3. During the past 30 days, for about how many days have you felt WORRIED, TENSE, or 
ANXIOUS? 
4. During the past 30 days, for about how many days have you felt you did NOT get ENOUGH 
REST or SLEEP? 




From this analysis, the researcher found no significant differences. 
To answer the second research question, “To what extent is HRQoL related to the amount of time a 
single mother has been in the FSH program?” the researcher conducted a trend analysis on the above 
significant findings (both mentally unhealthy days and health ranking), removing the BRFSS and graduate 
groups from the analysis. These groups were removed as they were not part of the times series. A trend 
analysis found no significant differences.  
Relationships between the variables were investigated using Pearson product-moment correlation 
coefficient The researcher transformed the data utilizing a log + 1 transformation to maintain consistency 
throughout the full data analysis, ensuring no assumptions of linearity, normality and homoscedasticity 
were violated. The HRQoL variables were all significantly associated with each other. Because this might 
be expected with this type of measurement tool, these findings will not be discussed. There was a negative 
and significant correlation between length of time in the FSH and days of rest [r=.27, n=80, p=.02], with 7% 
shared variance. Longer time in the FSH program was associated with lower days where the participant did 
not get enough rest or sleep. There was a positive and significant correlation between the financial aspect of 
the FSH program and more days of being in pain and thus less able to perform usual activities [r=.29, n=80, 
p=.01], with 8% shared variance. Participants who had more days of pain ranked the financial success 
aspect of the FSH program higher. There was a significant and negative correlation between the housing 
aspect of the FSH program and days full of energy [r=.25, n=.80, p=.03], with 6% shared variance. 
Participants who had more days per month where they felt full of energy ranked the housing aspect of the 
FSH lower. There was also a negative and significant correlation between the housing aspect of the FSH 
program and credit score [r=.31, n=79, p=.007], with nearly 10% shared variance. Participants with a 
higher credit scored ranked the housing aspect of the FSH lower (Table 3). 
Table 3. 
       
        Significant correlations for the FSH population
     Online survey measure 
       Measure 1 2 3 4 5 6 7 
1. Rest 1 -0.16 -0.01 0.12 -0.27 -0.14 0.3 
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2. Energy -0.16 1 -0.25 -0.06 0.05 0.24 -0.27 
3. Rank of Housing -0.01 -0.25 1 -0.34 0.09 -0.31 -0.9 
4. Rank of FinancialSuccess 0.11 -0.06 -0.34 1 -0.03 0.15 0.3 
5. Months In Program -0.27 0.05 0.09 -0.03 1 0.04 0.05 
6. Credit Score -0.14 0.24 -0.31 0.15 0.04 1 -0.02 
7. Pain 0.3 -0.27 -0.09 0.3 0.05 -0.02 1 
Note: All coefficients (in bold) are significant at the .05 level 
    Qualitative results 
To answer the third question, “What relationship does financial empowerment have with HRQoL 
for Family Scholar House participants?” the researcher utilized three focus group discussions. The over-
arching theme to arise from the discussions was stress reduction. The different components of the FSH 
program reduced stress in the participant’s lives in a variety of ways. The following individual participation 
quotations (noted by italics) were a sample of the responses given for each question.  
“Just being in this program alone has lifted a lot of stress. I mean, I still have my daily stress, 
everyone does. But I feel like this program has just lifted a lot off of my plate so I don’t have to 
worry about stuff all the time. Because of their support, I don’t have to worry.” 
 
“They helped out so much that there is a reduced stress level than from prior to joining the SH.” 
 
“Since I’ve lived here, 2 people have said, “Wow! You don’t cuss? How come you don’t cuss 
anymore?” stuff like that. Once I started living here, it really reduced my stress level and my 
emotions were more stable.” 
 
“I’m just not stressed out all the time.” 
 
“Being in SH kind of takes the edge off. You’re not so angry all the time, or bitter or frustrated 




“For the first time since I’ve been in school, I don’t have to work at all during the semester. It 
hasn’t been so stressful financially.” 
 
“There is less stress with housing and grants.” 
 
“The environment that some of us were living in before was not safe. It was real stressful. So 
moving in here took a lot of stress off of me.” 
 
The first focus group question asked participants about important aspects of the FSH program. 
While participants commonly mentioned housing and education, the underlying theme that developed from 
the discussion related to a network of support that Family Scholar House provided. Within this network, the 
participants were offered assistance with a multitude of different areas including housing (Section 8/income 
based), education (academic advising, scholarship/grant assistance, tutoring), and finances (future funds 
savings program, budgeting workshops, home ownership program, food/clothing/furniture assistance).  
“I know that before I moved in here, I had my own house for like $1200 a month and I was just 
barely staying afloat. When I started school, I felt like, month after month, I started to have less 
and less for bills since I had to cut my hours for school. It’s kind of impossible to afford rent.” 
 
“They (FSH) make sure you are on track to finish your degree. For me, this is my second time 
going through school. The first time I got half way through and dropped out. And the tutors are 
amazing.” 
 
“The thing I value the most is the opportunity to complete my education.” 
 





“I worked a lot of dead end jobs with no future. So I jumped from job to job, not really happy with 
any of them. And that made me go back to school because I want to be a professional, something 
that I can progress in, hold on to.” 
 
“If it wasn’t for this program, I wouldn’t be able to go back to school anytime soon, trying to work 
and take care of my kids.” 
 
“They have classes that teach you how to manage your finances which help you balance your rent 
and the utilities you have. That has been very helpful.” 
 
“I like that they have the “Future funds” savings program because I am horrible at saving. So 
every month we have to pay $10 into our “future fund” and they when you move out, you get that 
money back. It’s a great way to save.” 
 
“At Thanksgiving they will have free turkeys and free meals that you can come and pick up. And 
Christmas is one of the biggest things for people who celebrate Christmas and they can’t afford to 
get their kids anything. Somebody else provides everything for them. Just about anything you 
want.” 
 
“I like that they have the basement, the food pantry, the clothing, the furniture and stuff. That was 
a lot of help and saved me a lot of money.” 
In addition, the participants recognized a positive environment that Family Scholar House 
provided. The community consisted of other single parents working towards a similar goal, a variety of 
children’s activities, and a supportive Family Scholar House staff. 
“I like the proximity of other parents who have kids. In the summers, we do cookouts every Friday. 
Before I moved here, I didn’t have housing and I was depressed about that, but I also didn’t have 




“We are all working towards the same goal. We are all single parents. We are all trying to better 
ourselves, not just for us, but for our children.” 
 
“For me, it’s the things they do for the kids, like send them to football games, basketball games. I 
know that if I wasn’t living here, my kids would be out of luck.” 
 
“Scholar House gives you the opportunity to come back and start over. With the support staff, they 
are a big, big support to our education.” 
 
“They bring people in and you can network and meet people who can help you get a job.” 
The second and third questions were designed to identify different aspects of the participant’s life 
since entering the Family Scholar House program. From this discussion, environment and school surfaced 
as common themes. Housing was an important aspect to a new environment for the participants. Because 
the housing was income based and residents receive a Section 8 voucher, many participants were able to 
spend less money on rent, save more money, and have extra money to take their children on family outings. 
This reduced the amount of stress felt by the participants. 
“Housing alone took a world of stress off me. I had me and 3 kids living in the same room at my 
brother’s house. That’s a rough situation.” 
 
“I was working 50-60 hours a week. I would stress about the kids health and am I making enough 
money for the bills. Now I don’t really worry about bills too much and we have extra money to go 
and do things that we enjoy.” 
 
“With my housing being taken care of, I have a little bit more time. I don’t have to work as much 
as I did to make sure my bills were being paid.” 
 





“Everyone worries about having a roof over their head for their kids. That’s the main concern and 
everything else just falls to the side. Now, we have a roof over our heads. So if we have extra 
money, we can maybe go to the movies or go skating.” 
In addition, because housing was stable and secure, the residents could work less, focus on school 
more and be involved in community and campus activities. This, in turn, gave them hope of a future outside 
of the cycle multiple jobs, unpaid bills and lost opportunity for higher education. Participant’s confidence 
improved because of success seen in school while maintaining a full-time status and seeing a realistic 
graduation date.  
“If it wasn’t for SH, I wouldn’t be able to complete my degree. I would be stuck in a dead end job, 
making minimum wage and stuck in that cycle over and over again.” 
 
“I was in school already, but the focus and the motivation to stay at the place I needed to be, as 
far as going to class, doing the homework, that, I didn’t have the focus that I needed because I 
didn’t have the housing.” 
 
“I feel like it just takes away a lot of the worry. Because of SH, I don’t have to work as much and I 
can take the time to find a job that I enjoy and that works with my school schedule.” 
 
“I can focus on school and not worry about having a roof over my head.” 
 
 “Before SH, I had to work. I was getting maybe 4-5 hours of sleep a night and trying to take 2 
classes a semester. I just didn’t have any time. Now, I have a lot more time.” 
 




“Before, I worked 2 jobs and would take a class but then I’d drop out because I needed to make 
money. Now I can focus on school and finish. Its confidence. Knowing I can do this because I have 
all this support.” 
 
“I spent a lot more time working before I got to this program. Now I’ve been able to develop a 
regime of self-care, which I’ve never done before. It was always work and kids. Here I have that 
luxury, that free time to actually do some of those things that I want for myself in addition to going 
to school.” 
The support staff, other single parents, community members, mentors and FSH graduates added 
positively to the new environment by providing consistent encouragement, hope, motivation, determination, 
and safe relationships. 
“What really helps me out is when you’re in an ordinary situation and you have to tell someone 
you live at the FSH and they’re like, “I graduated from that program! You can do it! Don’t give 
up!” So that makes me like, Ok. If they can do it, I can do it.” 
 
“The support staff is always giving you a push. They understand. I know I can always go to them.” 
 
“It’s genuine, how they talk to you. It’s professional and genuine. They really care. It’s not just a 
job for them.” 
 
“Before I moved to SH, I didn’t have a lot of friends, so I would just hold my feelings in all the 
time. Here I can build relationships and be more open and social.” 
 
“The biggest difference for me is basically having a second family here. With the other parents 
and the support staff, I feel like it’s an extended family that I never had. People who can guide 




“You gain friends. I’ve known these 2 people since I moved in here and our little boys are best 
friends. It’s just really good to have and know that someone is going through the same thing that 
you are going through. They literally do bring friends together.” 
 
“Scholar House has been so supportive from financial stuff to education to community support. If 
they can’t help you, they’ll let you know where to go to get help.”  
 
“Before SH, there was no hope.” 
 
“You don’t have the choice to fail.”  
Within this environment, the participants also voiced noted improvement in their children’s lives. 
Family Scholar House provides high-quality, stable housing for the children (often each child with his/her 
own room), a safe environment (each campus is essentially a gated community), a book club, workshops on 
parenting, and a strong early learning childcare program.  
“It’s easier being a parent.” 
 
“The environment that some of us were living in before wasn’t safe for ourselves or our kids.” 
 
“My kids come home to the same bedroom.” 
 
“Knowing your kids have an apartment. And these are nice apartments.” 
 
“This is the longest my kids have ever lived in one place since they’ve been born.” 
 
“My son basically grew up with the same kids. I think that’s been really, really important for my 
kid. To grow up with the same kids. Not just got a friend, lose a friend.” 
 




“We are safe. We do have these gates to protect us.” 
 
“Just to have a building that is safe.” 
 
“I can go warm up my care and feel safe to leave the car. So it’s warm for me and my child.” 
 
“My kids can go outside to the park and I know that they are okay. I feel secure.” 
 
“I feel safe. My whole thing is it’s a gated community. People can’t get in and out. And we’re 
right next to a church. My son, he’s only 8, he knows everybody gets killed in the West End so he 
doesn’t really want to live there. But he’s like, nobody’s going to kill anybody by a church.”  
 
“My kids are in the Early Learning Center. And when they get into school, I know they will be way 
ahead of their other classmates. It’s a really good program.” 
 
“Before I moved here I was with my mom and dad and they basically took care of my son. He was 
more like my brother. Now, we are always together and we are really bonding. Our relationship is 
much stronger.” 
The fourth question asked the participants how being in the Family Scholar House program 
affected their abilities to take care of themselves financially. From discussion on this question, themes 
related to saving money and Family Scholar House support re-surfaced. Regarding saving money, several 
residents commented on the future funds program. With this program, participants were required to give 
FSH ten dollars per month that is placed into a fund for the resident. Upon leaving the FSH program, this 
money is returned to the resident. Knowing that this money will be available upon graduation, residents 
commented on feeling secure and less apprehensive about leaving the program.  




“SH has motivated me to save more.” 
 
“Not paying rent has allowed me to save more. Whenever I do move, I feel I am more prepared.” 
Besides the future funds, residents were able to save money in their overall budget due to lower 
rent and bills. One resident paid cash for her first vehicle; a second resident paid a seven thousand down 
payment on a newer vehicle, relating the decision to keeping a lower car payment. Some residents were 
saving money for a home; others paid off debt. 
“They pay our internet and show you that you don’t have to have cable. That’s $40 a month. You 
can do Netflix for $8. They always make sure you know your options so you don’t put a financial 
strain on yourself.” 
 
“Instead of always struggling, SH showed me how to manage my money so I can pay for stuff that 
I need, like LG&E. I can get caught up and not be behind all the time or in debt.” 
 
“In December, I bought a ’06 Ford Fusion. And I feel so good about it. It was my money. It wasn’t 
given to me. I didn’t take out a loan. I was able to pay one amount and everything is in my name.” 
 
“With SH I am actually able to pay off my credit cards. I have been living so long on credit cards 
and I was actually able to pay it off. SH has helped me with a lot of debt. It’s given me more 
freedom. Someday I want to buy a car, buy a house.” 
 
“I have more money saved. Last week my car broke down and it was $500. I didn’t want to spend 
it, but I had it to spend.” 
In addition, several residents mentioned the support of Family Scholar House through “the 
basement”. The basement contained food, clothing and furniture that are available to all participants. Some 
residents were able to get full living room sets, desks, and dressers as well as clothing for themselves and 
their children. The food pantry provided essentials towards the end of the month when money was scare. 
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“The food pantry is a very nice program. If I am low on food, I can go get cereal, canned goods, 
and things like that. It all helps a lot. Saves you money if you need to go grocery shopping.” 
 
“In the basement, I can always find things for my daughter to wear. That saves me money all year 
long.” 
 
“I can get a lot of clothes for my kids. And with 4 kids, that really helps out.” 
 
“SH gave me a whole new living room. And its nice stuff, too.” 
Finally, participants mentioned holiday support, specifically Christmas and Thanksgiving, several 
times.  
“Christmas and other holidays, those are helpful financially.” 
 
“You don’t even need to get your kids anything. You just get a family that adopts you and gets you 
everything on your list.” 
 
“Christmas time is a big help financially. You can make a wish list and they get you everything. 
Clothes for the kids, pots and pans for me. Everything.” 
The fifth question sought to identify how the financial classes changed how the participants 
managed their money. The most common theme was the ability to understand finances, including credit, 
banking, budgeting and taxes.  
“Before you can get into FSH you have to take a financial class. For me, that was important 
because if I hadn’t learned that before I started out, then I wouldn’t have been so conscious, 
making sure I pay everything on time.” 
 
“They have classes that people will come out from credit unions and give real valuable 




“They teach you about credit cards.” 
 
“I think they point out a lot of expenses that you don’t realize how much you’re spending until it’s 
pointed out to you. Like how much I spend on coffee. It adds up.” 
 
“They teach you about different types of banks. Things maybe your parents didn’t teach you.” 
 
“I learned how to budget my money. I’m really tight now. And I coupon, even though I get food 
stamps. I’m really good with my money now.” 
The sixth and seventh questions focused on the participant’s health since entering the FSH 
program. All agreed that health was comprised of physical, mental, emotional and spiritual aspects, and the 
residents felt that Family Scholar House supported each of these components. Participants noted access to a 
gym, healthy cooking classes (for parent and child), massage and art therapy, and health fairs improved the 
different components of health.  
“When I first moved in here, I wasn’t eating right or feeling right. Now that I’ve gotten in here, 
and stabilized, everything has just fallen in line. I feel healthy now.” 
 
“I’ve been learning about baby foods and formulas, making sure my kids eat right. If they eat 
right now, it helps their brains grow.” 
 
“Parkland has a kitchen where they teach healthy eating for kids. And kids can come.” 
 
“We all have access to a gym to work out. It’s motivated me and my son.” 
 
“They have a massage therapist on Monday and Wednesday.” 
 
“This program has really helped me out. I’m in a 90 day weight loss challenge and they provide 




“We have a nice gym. Everything is so nice, like the East End. Makes you want to go workout.” 
 
“I had high blood pressure at the age of 33 and I mean really high blood pressure. And I didn’t 
really know the seriousness of high blood pressure. SH helped me to learn to take it seriously. I 
finally learned to start taking the medicine and my blood pressure has decreased a lot.” 
 
“Now that I’m not spending $1000’s and $1000’s on bills, I actually have money to go see the 
doctor and pay a co-pay.” 
 
“I’ve been able to seek out professional help when I needed it versus before it was $20 for a co-
pay and I was out of luck. I didn’t have $20 for a co-pay. I was a single mom working all those 
hours and paying all those bills.” 
In addition, the participants felt supported by the FSH mentally and emotionally through a variety 
of childcare options provided for each of the workshops, Mom’s night out and study nights. 
“SH has an opportunity where you can drop your kids off for 2 hours once a month and do 
whatever you need to do. Go shopping, do laundry, study. Whatever.” 
 
“All the classes have free childcare. That’s a big deal.” 
Though the vast majority spoke very highly of the Family Scholar House program, a small group 
of women (3 of 38, all from the same Scholar House campus) voiced some frustrations with the program, 
commenting on the difficulty of being a full time student, a full time mom, working, and making time for 
the mandatory meetings and workshops. 
“I think that coming here, I didn’t know what I was signing up for and that affected a lot of my 
health. I didn’t think it was technically going to be easy, but I didn’t think it would be as hard as it 
was.” 
 




“I feel like there are more stressors in some respect because my housing is directly tied to my 
performance in school.” 
The researcher gained clarity on this feedback through validating the responses with an Family 
Scholar House administrator. Program requirements included full-time status in school, maintenance of a 
cumulative 2.0 grade point average, attendance at 5 mandatory meetings per month (1 workshop, 2 
academic advising appointments, 1 office visit with a case manager, and 1 home visit with a case manager) 
and 4 hours of monthly community service. Because the requirements were daunting to some, 
administrators calculated the amount saved in housing and other bills per resident and found that, on 
average, each resident was paid $65 per hour for the time spent on the mandatory meetings. While 
participants acknowledged the program was difficult, the vast majority of the focus group discussion 
members spoke highly of the design and the staff. 
“I feel like SH is one of the best things Louisville has to offer single mothers. I just feel like it is 
one of the best ways to stimulate the economy. You have more women getting degrees. I just think 
its good overall for individuals and for the community as a whole.” 
 
“SH sets you up. I mean, right now, you might not have much money going through school and 
stuff, but you have the chance to go to school and graduate and then work in a job where you can 
earn as much as you need.  You can support yourself.” 
 
“I really don’t know where I would be or what I would be doing right now if I weren’t here. It is a 
true blessing. I am definitely on the right track.” 
 
“A lot of women have kids in bad situations, drugs, domestics, and they’ve lost hope. SH gives us 
hope.” 
 
“SH are not only saving our lives, they are saving our children’s lives, our future grandkids lives. 




“Before SH I was homeless, living in a shelter, suicidal, had attempted suicide and I felt like God 
gave this to me. So I see how all of it works together. SH was a true blessing to me and my 
children, a light…I was really at my wits end…they saved my life.” 
Summary 
The Family Scholar House program was a unique intervention designed to stop the cycle of 
poverty by providing college education and support to single parents. The different aspects of the Family 
Scholar House program addressed each of the five social determinants of health (economic stability, 
education, social and community context, health care, and neighborhood and built environment). Results of 
the studies showed that participant’s mental health and general health rating, as measured by a HRQoL 
survey, improved during the time in the FSH program. Upon graduation from the program, the mental 
health and the health rating of the FSH participant’s was no longer significantly different from the BRFSS 
comparison population. Qualitative results indicated that this improvement might be related to the decrease 
in stress due to the network of support provided to the FSH participants. Thus, the study provides evidence 
that participation in the Family Scholar House program may improve components of health-related quality 
of life.   
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CHAPTER 5: DISCUSSION 
Introduction 
Numerous factors affect individual and population health. Among these are social determinants of 
health, noted by the Department of Health and Human Services to be economic stability, education, social 
and community context, health care, and neighborhood and built environment. Economic stability is also a 
factor in persistent poverty and low socioeconomic status, both linked to poor health outcomes. 
Interventions designed to improve health for individuals and populations need to consider financial stability 
and the role it plays in health-related outcomes. Thus, the purpose of this study was to examine the effect 
financial empowerment can have in a person’s HRQoL. 
Discussion 
The social determinants of health include economic stability, education, social and community 
context, health care, and neighborhood and built environment. Using these as a framework to improve 
health outcomes, the researcher examined the different components of the Family Scholar House program 
as related to HRQoL. The researcher hypothesized that participation in the program was related to an 
improved HRQoL and that the longer a participant was in the program, the more improvement in HRQoL 
was noted. In addition, the researcher hypothesized that financial empowerment positively affects HRQoL 
and that those who are provided financial empowerment will have an improved HRQoL. The HRQoL 
measurement tool that was utilized included measures of physically unhealthy days, mentally unhealthy 
days, activity limitations due to unhealthy days, and a general health rating.  Improvements in mental health 
days and the general health rating were found. By graduation from the Family Scholar House program, 
resident’s mental health and general health rating were no longer significantly different from the BRFSS 
comparison group. In focus group discussions, a common theme of stress reduction emerged. People living 
in the lower SES categories experience higher levels of stress that are associated with poor mental and 
general health (Backlund et al., 2007; Backlund et al., 1996; Gallo & Matthews, 2003; Myers, 2009). More 
specifically, mothers report fatigue and chronic mental and physical health problems resulting from 
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financial strain, parenting stress and lack of support (Oyserman, Bybee, Mowbray, & Kahng, 2004; 
Schwartz, Bybee, Spang, Rueda-Reidl, & Oyserman, 2000). Participants in the Family Scholar House 
program felt that the design of the program reduced the stress in their lives through a variety of ways, 
including stable housing, reduced work hours, financial support, educational support and overall staff 
support. The researcher paired each of the emerging themes with a social determinant of health, providing a 
framework for the noted improvements in mental health and general health rating. The improvement seen 
in the self-reported general health rating complemented the improvement in mental health. 
To answer the first two research questions, “To what extent is participation in the Family Scholar 
House (FSH) program related to health-related quality of life (HRQoL) for single mothers? To what extent 
is HRQoL related to the amount of time a single mother has been in the FSH program?” the researcher 
examined the social determinants of health for neighborhood and built environment, education, social and 
community context and health care. 
Neighborhood and built environment (Housing) 
According to the focus group discussions, stable housing reduced stress levels among the 
participants. All residents in the Family Scholar House program were homeless before moving into a 
Scholar House apartment. Becoming a resident reduced the stress associated with unstable housing. The 
apartments were high-quality, furnishings were provided if needed, and rent was Section 8/income based 
(residents paid 30% of their income towards rent). In addition, the apartments were located behind secure 
gates, had playgrounds for the children, and were located in a community of like-minded individuals all 
working towards positive life-style changes. The single parents and their children had stable, safe housing 
that was supported by a positive healthy environment. A large body of literature that notes the effects of 
stable housing on mental health supports this finding. An analysis of the literature noted that poor-quality 
housing increases psychological distress and thus creates poor mental health among those who live in such 
environments (Evans, 2003). The authors examined the different types of housing structures and the direct 
and indirect influences of such variables as lack of play area for the children, safety, a healthy social 
community, and condition of the structure. 
Housing also reduced stress by alleviating the need for the participants to work. As mentioned 
previously, Family Scholar House housing was income based. Thus, participants could reduce their 
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workload, or in some cases, stop working altogether, yet still maintain stable housing. Several participants 
commented on life before Scholar House, working 50-60 hours a week only to struggle paying rent. 
Because they were working so much, college was unrealistic and opportunities for improving their long-
term financial status non-existent. Once in Family Scholar House, the design of the program allowed 
participants to reduce their workloads and maintain a full-time status in college, providing hope for long-
term financial stability and self-sufficiency. The workload reduction also provided the residents an 
opportunity to spend more time with their children, learn parenting skills through the Scholar House 
workshops, and create a healthy, balanced environment for both themselves and their children. These 
findings support a large body of research citing an association between low SES and poor health (Adler et 
al., 1994; Backlund et al., 2007; Gallo & Matthews, 2003; Gornick, 2002; J. W.  Lynch et al., 2004; J. W.  
Lynch et al., 2005). Though Family Scholar House residents were still living below the poverty level, the 
reduction of work hours, improved educational status, and access to resources may have improved their 
SES and health. 
Education (Academic support) 
Along with stable housing and financial support, the participants received guidance and assistance 
with pursuing their college degrees. Academic advisors provided information on scholarships and grants, 
and educated the participants on the differences and opportunities provided with degree and certification 
programs. Tutors were available to assist not only the residents, but also the children. Since housing was 
stabilized, participants could focus on school, attend full-time, and see a “light at the end of the tunnel” 
with a realistic graduation date. The participants commented on earning potential associated with a higher 
education and while the demands of the Family Scholar House program academically were challenging, 
there was an understanding that they would graduate from the program better prepared for self-sufficiency, 
leaving the cycle of poverty. This belief gave hope, motivation and determination to the participants, thus 
improving their mental state. When considering the role of obtaining a higher education degree, this finding 
supports a study by Chevalier (2006) who found that education serves as a protective factor to poor mental 
health, more so in women (Chevalier & Feinstein, 2006). When considering self-efficacy, this concept is a 
core criterion in multiple mental and physical health promotion and prevention models. 
Social and community context (FSH staff support, FHS community) 
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Finally, support from the staff at each of the four Family Scholar House campuses reduced mental 
stress. Residents made several comments regarding the network of support the residents felt they had in 
place, calling the Scholar House a “second home”. Staff was available to assist with academic advising and 
case management, supporting the residents in a multitude of ways. A primary source of support provided 
by the staff was assisting the residents with knowing and accessing available resources. For instance, if a 
resident qualified for Temporary Assistance for Needy Families (TANF) benefits or academic scholarships 
and grants, the staff would provide the assistance needed to ensure the resident was able to utilize these 
resources. In addition, the staff also organized (and sometimes conducted) different workshops for the 
residents, provided childcare at events, organized holiday parties, served as a sounding board for 
frustrations and a source of encouragement when needed. One resident credited the staff with saving her 
and her children’s lives by giving her a second chance. These findings support the work of several authors 
who found that lower levels of perceived support among single mothers, particularly those in poverty, were 
associated with chronic stress and poor mental. Social support provided a buffer against deteriorating 
mental health and was necessary to improve mental health (Cairney, Boyle, Offord, & Racine, 2003; 
Hashima & Amato, 1994; Olstad, Sexton, & Søgaard, 2001). 
In addition to the support staff, the Scholar House community assisted with mental health 
improvements among the participants. Residents commented on the unstable, unhealthy, and at times 
dangerous, backgrounds many of them had come from.  Recognizing that the community around them 
influenced their choices, the residents saw the importance of being in a place where everyone had 
overcome the same barriers and was working towards the same goals. Several of the parents pointed out 
other residents with whom they had spent the last few years, building healthy friendships and bonds and 
watching their kids grow together. Family Scholar House graduates and mentors were also source of 
support, encouraging the residents to finish the program and focus on the end goal. These findings support 
the work of Tischler et al. (2007) who found that homeless mothers valued the support of social service 
staff and other homeless parents, feeling this support improved their own mental health (Tischler, 
Rademeyer, & Vostanis, 2007). 
Health care (FSH workshops, facilities) 
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The Family Scholar House program, through various workshops and health fairs, and access to a 
workout facility met this final social determinant of health. People in the lower SES categories experience 
poorer health due to limited or no health care access (Baker et al., 2001; Dow et al., 2010; Willson, 2009). 
Residents commented on learning proper nutrition, how to cook healthy foods, how to protect against 
disease and being offered the opportunity to improve cardiovascular fitness and strength training. In 
addition, being in the program allowed the residents to focus more on self-care. Working less gave them 
more time to consider their own physical, mental, emotional and spiritual needs. All of these factors 
improved the physical health of the residents, which in turn may have affected the participant’s mental 
health. These findings support the work by Wilson (2009) which found that people in higher SES 
categories had access to resources that reduced health risks. By being in the Scholar House program, 
participants, though still in the lower SES category, were afforded resources that were more in line with 
populations in the higher SES category (Wilson, 2009) such as access to workout facilities, health 
education and medical clinics. In addition, because the participants were able to work less (again, afforded 
to the higher SES populations), they had more time to seek health care and take time for self-care. 
To answer the third research question, “What relationship does financial empowerment have with 
HRQoL for Family Scholar House participants?” the researcher examined the final social determinant of 
health, economic stability. 
Economic stability (Financial support) 
Family Scholar House provided financial support via basements stocked with clothing, furniture 
and food. Residents had monitored access to apartment furniture, clothing for themselves and their children, 
and food to stock their kitchen when money was limited (usually towards the end of the month). Holidays 
were also a source of financial support. Local businesses donated free turkeys at Thanksgiving, and 
sponsored the residents and their children at Christmas. Residents quickly realized that their complete wish 
list was satisfied and they need not spend any of their own money on gifts for the family. 
With the ability to reduce expenditures on rent, food, clothing and holiday items, several of the 
residents had the opportunity to save money and pay off debt. This provided stress reduction in a variety of 
ways. First, Scholar House required each resident to save ten dollars per month in a future fund. Family 
Scholar House held this money until the resident graduated. Knowing that this money would be there at 
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graduation gave residents a feeling of security, a “safety net”. Family Scholar House also assisted with a 
home ownership program. Residents could save money towards purchasing a new home and this money 
was matched (or more) upon graduation. The residents were not as anxious about life after the program, 
trusting that these funds would cover them as they transitioned out of the Family Scholar House apartments 
and into a new career and possibly a home of their own. Second, saving money outside of these funds also 
reduced stress by giving residents the opportunity to purchase larger items with cash. One resident bought 
her first car, paid fully in cash. Other residents commented on the ability to buy items for their apartment, 
their children and themselves without having to worry about where the money would come from. Third, 
residents noted the stress reduction that would normally arise from unexpected bills. Because they had 
savings, car repairs or medical bills were not as devastating. Fourth, with money saved and debt paid off, 
residents could use tax returns for something other than bills. In addition, the financial success classes 
enabled the residents to manage their money, ensuring that bills were paid on time and expenditures were 
within the monthly budget. All of these factors worked towards alleviating stress caused by limited 
finances. These findings support research on financial literacy where behavior changes, such as increased 
savings and decreased debt are seen as positive financial health outcomes (Grimes et al., 2010; NYC 
Department of Consumer Affairs Office of Financial Empowerment, 2013; Phillips & Stuhldreher, 2011; 
Rothwell & Han, 2010; Willenbrink, 2015). 
Because Family Scholar House meets each of the social determinants of health, the resulting 
improvement of mental health and the health rating score among its residents was expected. Regarding the 
other three questions of the core four questions on the HRQoL (physically unhealthy days, activity 
limitations, overall healthy days), the data analysis showed no significant differences between the BRFSS 
data and the FSH population. Physically, the FSH population was no different from the BRFSS population, 
and thus no improvements in the physical aspect of the HRQoL were noted. Because the overall healthy 
days and the activity limitation has a component of physical health as well as mental health, the differences 
in the mentally healthy days was not enough to cause the combined physical and mental health days to be 
significantly different from the BRFSS population. In addition, no significant findings were noted with four 
additional HRQoL questions pertaining to symptoms of poor health. This analysis was done without the 
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comparison BRFSS group (as this data is not collected in the same manner among this population) and no 
significant differences were found among the five sub-groups of the FSH population. 
Conclusions 
The Family Scholar House was a unique intervention designed to stop the cycle of poverty by 
providing college education and support to single parents. The different aspects of the Scholar House 
program addressed each of the five social determinants of health (economic stability, education, social and 
community context, health care, and neighborhood and built environment). Results of the studies showed 
that 0-12 month participant has had significantly more mentally unhealthy days than the BRFSS group; 
however, this difference was no longer significant at the end of participant’s time in the Family Scholar 
House program. Thus, by the end of their time in the program, the participant’s mental health was not 
significantly different from a comparison population. Qualitative analysis suggested that being in the 
Family Scholar House program gave participants the opportunity to save money and increase their financial 
knowledge (banking, credit, budget management, taxes) such that unexpected expenditures were no longer 
a financial crisis. This opportunity may contribute to the reduced stress levels noted by the participants and 
thus the improved mental health seen in the quantitative analysis. This study added to the current literature 
regarding social determinants of health, finding improvement in health in a setting where each of the social 
determinants are addressed. 
Preliminary recommendations for implementation 
These findings are suggestive of several strategies for the design of future interventions aimed at 
improving the health of people living in poverty situations. Primarily, programs designed to alleviate 
poverty may benefit from consideration of the social determinants of health, ensuring each component is 
met. In the Family Scholar House program, while stable housing and education were the focus, intentional 
implementation of other program components assured all social determinants of health were addressed. 
However, due to the scope of this study, the researcher cannot infer the results outside of the Scholar House 
population. Thus, conducting future research on populations in poverty is needed. Locally, in Louisville, 
work with homeless populations may benefit from consideration of utilizing the Family Scholar House 
design. For instance, at the Louisville Rescue Mission, men with addictions who come from unstable 
housing are offered a 9-12 month rehabilitation program to assist with a successful transition into society.  
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This program is still evolving, but currently, the men are provided stable housing (neighborhood and built 
environment), access to medical professionals and workout facilities (health care), a supportive community 
of church members, staff and fellow addicts all working towards an improved quality of life (social and 
community context) and their basic financial needs such as food, clothing, laundry and internet met 
(economic stability). However, one noted determinant, education, is lacking. Because of this, several of the 
men without a higher education degree struggle to find work that pays more than minimum wage. 
Therefore, even if they are working full time and can manage their finances, the lack of income can create a 
downward spiral leading back to homelessness, addiction and poor health outcomes (Mission, 2014). 
Recommendations for improving research 
To improve the quality of this research, responses from all six sub-samples of the Family Scholar 
House population are needed. In the current study, only two pre-residential participants responded to the 
online survey and thus were not included in the data analysis. This sub-sample would have provided a 
baseline of health prior to entering the program and could have been used as a comparison group as well. 
Use of the Family Scholar House Facebook page might yield greater responses as would incentives 
provided either by the researcher or by the Scholar House administration. Participants can earn credits 
towards an apartment. If taking the survey earned them a credit, pre-residents may be more inclined to 
participate in the survey. The Family Scholar House was very receptive to this study and helpful in 
organizing the focus groups, providing the space and childcare. More discussion with the administration on 
ideas to create a higher response rate among the pre-residents may be effective. 
The HRQoL survey instrument utilized in this study had been shown to be valid and reliable in 
determining health-related quality of life. However, this study showed that a survey instrument examining 
mental health, stress levels and social support might be better suited to understanding the relationship 
between the social determinants and mental health.  
Finally, much of the financial empowerment discussion came from the focus groups. With the 
online survey, participants rated the financial success component of Family Scholar House low when 
compared to housing and education. However, in the discussion groups, participants commonly cited 
financial success and financial empowerment as areas of support and correlated this with mental health 
improvements. The original financial success program came from the National Center for Family Literacy 
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(NCFL) and the National Endowment for Financial Education (NEFE). NEFE has its own survey 
instrument to gage improvement in financial literacy and financial behaviors. Utilization of this instrument 
may prove to be a more effective way to measure the role of financial empowerment and its relationship to 
health. 
Recommendations for future research 
The need exists for conducting future studies designed to explore the different interventions 
utilized by community programs that serve various populations in poverty with known health disparities. 
The Louisville Rescue Mission and Housing First would be two distinct groups to study, as would St. 
Vincent DePaul, Wayside Mission and the YMCA Safe Place. These local organizations were developed to 
alleviate poverty and improve health outcomes through a variety of different interventions, yet only 
recently has financial empowerment been a consideration in the social services field. Having a better 
understanding of the relationship with financial empowerment, the social determinants of health and health 
outcomes may prove to serve as a guide for future interventions designed to work with populations in 
poverty. Also with evaluation and subsequent focused interventions designed for these various programs, 
the role of sustainability needs consideration. The Family Scholar House program is well supported through 
private and public donations, however many community programs lack this sustainability. Thus future 
intervention design should have a sustainability component. 
In addition, an unexpected theme arose from the discussion groups, that of improved well-being of 
the children within the program. This potential finding leads to questions focused on support for single 
parents and the resulting improvements that may be seen in the children. The majority of the women 
commented on the improvement in their children’s lives since being in Family Scholar House. Several 
women commented that this improvement is what kept them in the program. With over 66,000 homeless 
children living in the state of Kentucky (Research, 2015)and over 7,600 children in Kentucky’s foster care 
system (AdoptUSKids, 2015), could these numbers be significantly reduced if single parents had a network 
of support available that was designed to alleviate poverty by addressing all the social determinants of 
health?  Such networks of support exist in low-income neighborhoods where community development 
industries work to improve conditions related to SDOH, but research into health related outcomes is scarce 
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(Jutte, Miller, & Erickson, 2014). It would be worthwhile for future studies in this field to study child well-
being from this vantage point. 
Finally, while improvements in mental health were found in participants who were in the Family 
Scholar House program, there currently is no way to track how these participants do after leaving the 
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